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THE NEED FOR OCCUPATIONAL THERAPY 
IN RETINAL DETACHMENTS 


GRAHAM CLARK, M.D. 
Instructor in Ophthalmology 


One of this country’s famous doctors once said 
that the greatest miracle to be witnessed in the 
realm of medicine was to see a patient recover 
from a disease and a treatment simultaneously. 
However cynical that may sound, or however 
facetiously it may have been intended, it unques- 
tionably contains the germ of truth. This was 
recognized by another physician in a criticism of 
the present accepted bed rest treatment for tuber- 
culosis. He was lamenting the fact that the factor 
of rest was pursued so relentlessly that the patient’s 
spirit was often permanently crushed by the ex- 
perience. He said, “How often do we save the 
body only to find that we have destroyed the 
mind.” 

More and more today we are recognizing the 
psychic factors in the proper treatment of bodily 
disease and it is the purpose of this article to turn 
the spotlight on the neglected psychic factor in 
the treatment of one of the most disastrous afflic- 
tions to which man is heir, the retinal detachment. 
Any disease that robs a man of his eyesight is in- 
deed a disaster but is it not a greater disaster when 
the combination of the disease and the treatment 
breaks his spirit? 

To those who work in hospitals where eye 
surgery is done it is a common thing to see a 
vigorous man in his forties or fifties put to bed 
cursing his luck for having to miss the good golfing 
or hunting weather, worrying doctors or nurses 
for fear they will not be able to keep him as quiet 
as his treatment will require; demanding a tele- 
phone immediately so he can take advantage of a 
business deal that is hanging fire. Then see this 
same patient a month later, coming in for his first 
post-discharge checkup, a nurse holding one arm 
and his wife the other while he gropes along with 
uncertain step, protesting in a thin, breathless 
voice that they be more careful. He has become 
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an old man, beaten, uncertain and afraid. 


What could break this man thus? Was it fever 
that sapped his strength of body and mind? No, 
he had no fever. Was it the agonizing pain after 
the operation? No, his operation was painless. 
Was he terribly ill? No, he had not felt sick a 
single day. He is simply the rather typical result 
of a treated retinal detachment. He is the victim 
of crushing boredom, of fears and worries con- 
jured up in the solitude and darkness of his con- 
finement. He has lost his mental drive, his initia- 
tive, his very spirits. He feels broken, old and 
useless. 

Certainly, this is a situation demanding correc- 
tion. It is a problem that must be squarely faced 
and its solution lies directly in the province of the 
occupational therapist. It should present a chal- 
lenge worthy of the efforts of that group that has 
already done so much in bettering the care of the 
mentally and physically ill. The numbers of these 
retinal detachment cases are few but the need is 
great. 


The remedy must, of course, begin with a 
thorough understanding of the problem; so let us 
review the factors of the disease, the treatment and 
the patient’s reactions to both. 


The retina is the coat of nerve fibers and sensory 
end-organs that forms the inner lining of the eye- 
ball. It serves to receive the light passing through 
the pupil and focused on it by the lens, converting 
that light energy to nerve stimuli and passing the 
impulses, thus stimulated, back through the optic 
nerve to the brain. The nerve fibers have their 
own blood supply which comes in with the optic 
nerve but the deeper end-organs have no blood 
supply of their own and depend on the rich vas- 
cular coat, the choroid, on which the retina rests 


*From the Institute of ag = of the Presbyterian 
Hespital in the City of New York 
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for their nutrition. When the retina and choroid 
are separated, therefore, the end-organs cease their 
function immediately and wither and die in time. 
Normally the retina is held against the choroid by 
a jelly-like substance, the vitreous, which fills the 
space in the eyeball behind the iris and lens. This 
vitreous hydrogel has the property of spontaneous 
conversion to a liquid form leaving behind con- 
densation strands which may adhere to the deli- 
cate retina. Should one of these adherent strands 
tear the retina, the liquid can seep through the 
opening into the potential space between the retina 
and choroid and separate them, producing a re- 
tinal detachment. 

The treatment, therefore, must be directed to- 
ward returning the retina to contact with the 
choroid and then closing and sealing the hole. The 
first part is often accomplished by placing the pa- 
tient in bed at absolute rest with both eyes band- 
aged in order to still the currents of the vitreous 
fluid and allow the retina to sink back into place 
by the force of gravity as a piece of paper would 
sink to the bottom of a cup of tea. This, in un- 
complicated cases, usually takes from one to four 
days. 

The second stage then takes place in which 
attempt is made surgically to close off the hole 
and initiate adhesions which will hold the retina 
in place. The patient is placed under general an- 
esthesia or under heavy sedation and local anes- 
thesia and the surgeon, exposing the surface of the 
eyeball over the area of the detachment, applies 
high frequency electric current to points on the 
surface by means of a fine platinum needle elec- 
trode to form a pattern which will seal off the tear 
and hold the weakened area in place. 

Could this process be as immediate as electric 
spot-welding on metal plates all would be simple, 
but it takes from six to ten days for these points of 
electric burn to form adhesions strong enough to 
withstand further attacks by the eddy-currents of 
the liquified vitreous. This is the third stage in 
which there must be up to two weeks of absolute 
quiet and then four weeks more of relative quiet. 
During the first ten days the patient is not kept 
motionless for this immobility would produce such 
a nervous tension that disastrous nervous twitches 
would occur which would be far more likely to 
snap the tiny cobweb-like adhesions than would 
the slow, smooth motion which is permitted and 
encouraged. 


Following this, the patient is allowed to sit up, 
stand and walk. He is allowed to use his eyes when 
wearing a pair of opaque goggles with a small hole 
directly in front of each pupil so that, in order to 
see, he must hold his eyes fixed at these peepholes. 

It is three months before the reactions of the eye 
tissues caused by the operation subside and, during 
that time, the patient is kept on a rather restricted 
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regime. Then, if the retina is in place, the patient 
is allowed to return to his normal life and we tend 
to turn our attention to other things, seldom realiz- 
ing that we did not return him to “normal life.” 
We have returned what was left after the ravages 
of his experience, to face the world and his prob- 
lems for which he now feels strange and inade- 
quate. Like Rip Van Winkle he is returned to a 
busy world an old and unfamiliar man. 

Taken severally and together there is nothing 
in the disease process or the treatment which could 
adequately explain the mental devastation which 
is evident in the end result. An objective reading 
of what has been shown so far does not make it 
evident why a patient, told that a second procedure 
will be necessary to restore his sight, will refuse 
and knowingly give up the sight of his eye rather 
than go through the routine again even when he 
knows that there is about a 30% chance that the 
same fate will befall his other eye at some not too 
distant date. Since the physical aspects of the situa- 
tion do not reveal the cause it must needs lie in 
the mental side of the reaction. 

Fear is probably the greatest of the mental 
factors; basic fear attacking the instinct of self 
preservation. The blind animal has always been 
a prey to the weakest of his neighbors and here, 
without warning and in the midst of health, is 
the element of blindness and immediate, instinctive 
fear must be the response. Following close on the 
heels of this rides the fear of the unknown, the 
hospital, the operation and pain. Doctors who 
worked with our fighting men know that few 
feared death but all feared pain. Then, through 
the long days and endless nights, the haunting fear 
of loss of security through the potential loss of 
earning power. Lastly, the instinctive fear of con- 
finement ranging all the way from an unidentified 
qualm to frank claustrophobia. All of these color 
the picture in varying intensities and proportions 
but all of them are present. 

Worry, the overt product of fear, is probably 
the next most important factor, not as important 
in intensity but far more potent in its length of 
action and because, like fear, it is magnified out of 
all reasonable proportions by confinement. Fear 
is a shattering force that can be blocked but worry 
is a corrosive force that seeps like dank, acid vapors 
tarnishing or destroying whatever it touches. 


Less violent than these, but none the less de- 
structive, is the crushing oppression of boredom. 
At the outset it is irritating and often, in a nega- 
tive way, stimulating, but when it persists for pro- 
tracted periods the mind gives up its struggle and 
slowly sinks into its stagnant depths. Ten days to 
two weeks lying in bed with one’s eyes covered 
under usual hospital routine certainly leaves ample 
time for this factor to reach its maximum. 

Added to these are a list of minor but important 
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factors which, according to the patient’s tempera- 
ment and attitude, lend more or less weight to the 
crushing boredom. Not the least of these is the 
humiliation of the bed pan with discomfort com- 
pounded both of its structure and the completely 
unphysiological posture. The meals offer no relief. 
The patient can neither see nor touch his food and 
many hospitals still keep a soft diet with its homo- 
geneity of taste and texture. 

With these comes the discomfort of a single 
retained posture reinforced by a fear of motion 
even when it is permitted. Even his sleep is 
troubled by the fear of unconscious turning. This 
last is happily a fast-diminishing factor as the sur- 
geons cautiously explore the results of the changes 
in posture. The shock-blocks and sandbags are 
disappearing and the patient is allowed to turn 
slowly and have the head of the bed moderately 
elevated. He is even encouraged to exercise his 
arms and legs regularly. But these, though im- 
provements, are still only relative. 

This is but a partial list and any patient can 
double its length by adding his or her own personal 
dislikes and annoyances. This is not presented as 
caricature or for sensation but in an effort to 
enumerate the points as they appear to the patient 
at the time they present themselves, an effort to 
create not only an insight for the situation but 
rather a true empathy. It serves to outline and 
highlight the problem and to show that again we 
are dealing with a disease process of the mind 
working within a disease of the body, fifth column 
activity, fighting behind the lines. It must be met, 
as this latter is met in war, by uncovering and 
flushing out, then strengthening the mind against 
further attack. 

These then are our enemies: fear, worry, and 
boredom. How can they best be dealt with? 

Fear must be met by the surgeon for he alone 
has the authority to dismiss it. He must recognize 
it for the force it is and deal with it with care 
and thought which it merits as a major factor 
against the success of his treatment. The greatest 
weapon he can use is knowledge; explaining the 
disease, treatment and results to the patient in the 
absolute maximum of detail which the patient can 
understand. It takes time that often the busy sur- 
geon will not think he can afford but it must be 
done if he is to discharge his full duty to the pa- 
tient. The constant cooperation and help of the 
nurse and therapist is, of course, essential to con- 
tinue the momentum of this attack once it is 
started. 

This then leaves worry and boredom to the 
nurse-therapist team, and the latter are hyphen- 
ated as a unit advisedly for that is how they must 
work if either is to bring the maximum benefit 
of her role in the treatment to the aid of the 
patient. If the nurse is unsympathetic to the efforts 
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and methods of the occupational therapist she 
can nullify those efforts, and this is too often the 
case. The doctor must be on the alert to sense any 
such incompatibility and, as tactfully as possible, 
show the nurse how valuable her knowledge can 
be in helping the therapist fulfill her part in the 
treatment team. For so many years trained nurses 
have had to act as occupational therapist, physio- 
therapist, psychotherapist, and general comforter of 
the mind and body that it is hard for many of 
them who passed through this heroic period to 
realize that part of their burden has been lifted. 
Some resent the loss of this burden instead of 
welcoming it because they are jealous of the place 
in the healing profession they have justly won by 
their hard work. The therapist must be on the 
alert for this resentment and counter it with under- 
standing and tact. 


This seems to leave mostly boredom for the 
therapist to fight and this is not wholly true for 
the job is not simply the creation of amusement 
and diversion although that, in its simple un- 
varnished form, is a large part of the job. Most 
important the therapist must, in some way, help 
the patient to acquire something he can take back 
to his other world at home, something new, per- 
haps a previously undeveloped talent, a feat of 
memory or anything which will, even in small 
part, help him replace the something he senses as 
lost by his experience, something he can put on the 
plus side of his ledger which must seem almost all 
minuses. 

This will demand a therapist who can not only 
size up the patient's mental and physical dexteri- 
ties and uncover some perhaps long-suppressed 
curiosity but also one who has available interests 
for all types. 

Too often the doctor says to the patient, “I 
think the occupational therapy department could 
help you pass some of these long hours.” The pa- 
tient replies, “Thanks, but I don’t care much for 
making those kinds of things,” with the mental 
picture of a multicolored potholder. True, some 
people get enjoyment out of weaving pot holders 
or making belts but there are a tremendous num- 
ber who do not and are bored stiff by the idea. 
What is needed is a practical program related to 
everyday life. Touch typing is a step toward im- 
provement and can give a real sense of achieve- 
ment. Its practical appeal extends to people in 
all walks of life. Another field lies in mental 


calisthenics, memory training, mental mathematics 
and puzzles. Tests of memory and mental agility 
offer stimulus and chance for achievement and 
tests for sightless manual dexterity could be de- 
vised, the “test” being used simply as a modus 
operandi, but perhaps with an eye to pre-vocational 
testing. 


(Continued on Page 145) 
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OCCUPATIONAL THERAPY PROGRAM 
FOR EYE PATIENTS* 


THELMA L. WELLERSON, M.A., O.T.R. 


There is a great need for a positive occupational 
therapy hospital program for the newly blind or 
blind who have not been instructed. This positive 
approach should start the patient on an immediate 
and dynamic hospital program of adjusting to his 
disability through daily-needs instruction. Crafts 
should be used sparingly and only to transfer co- 
ordination and skill to meaningful everyday activi- 
ties. 


Occupational therapists cannot ignore the visual 
field, regardless of what their specialty may be, 
for blind patients are individuals and will be found 
on any of the other services in which the therapist 
may be working. For instance, a blind person may 
break his leg and be treated in an orthopedic ward. 
They are not all found in an eye hospital. There- 
fore, every occupational therapist should know 
what she may expect for the blind individual, his 
hospital program, his future, as well as what the 
patient may expect from the occupational therapy 
program, 


Programs for the Blind 


In the past, and today in many hospitals, the 
aim concerning newly blinded or partially sighted 
individuals is to “keep the blind happy.” They 
are considered a handicapped group capable of 
nothing more than making baskets or brooms, 
knitting or crocheting, or begging on street 
corners. Even if the newly blinded person is dis- 
charged from the hospital with a poor prognosis, 
he may have had neither instruction in self-help 
activity, nor encouragement for his future. He 
goes home with lack of independence and initia- 


tive, and the beginning of the disease, “institu- 


tionalitis.” Over-conscientious families or well 
meaning friends will feed and dress the individual, 
encouraging him to become a sitting vegetable 
devoid of all independence and motion. Six months 
to a year pass before the home teacher from one 
of the social agencies comes to these patients. 
Meanwhile, the patient has developed bad behavior 
habits known as “blindisms,” such as poor posture 
when eating and walking, twiddling fingers, and 
tics. It is up to the home teacher to break down 
these bad behavior patterns and instill self-reliance 
before she can give any pre-vocational or voca- 
tional instruction. Yet six months to a year might 
have elapsed before the teacher arrives. This ob- 
viously is bad psychologically for the patient, as 
well as a waste of time for the home teacher. 
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Occupational Therapy Program 


The Institute of Ophthalmology of Presbyterian 
Hospital was built in 1933. It has a bed capacity 
of 90: 25 private, 22 women, 30 men, and 13 
children. Patients are masked and hospitalized 
for immediate operative procedure or medical 
treatment. The average stay is from three to six 
weeks. The conditions may be of a congenitally 
blind, partially sighted, or acute nature. It is this 
last. group in which, during the last two years, 
extensive occupational therapy research has been 
going on and with which we are concerned. 

First of all, those around the patient must ex- 
pect him to face his disability and begin his in- 
dependence as soon as possible. This will help him 
to start adjusting himself to a sighted world. There- 
fore, there is no better place than at the bedside to 
expect the patient to be self-reliant. The nurses at 
the Institute are asked to let the patients light 
cigarettes, bathe, shave, dress, and feed themselves, 
as well as walk the halls alone as soon as indicated 
by the physician. It is important to set up this 
attitude of initiative so that it will be carried by’ 
the individual into his family, social, and economic 
life after discharge. 

Secondly, the families must also start thinking 
in terms of the patient’s disability; and the thera- 
pist instructs them whenever possible, in the what 
and why of the therapy program. They too, must 
acquire the attitude of encouraging the patient to 
be self-reliant in order to keep the patient-family 
relationship psychologically firm. The following 
suggestions, taken from WHAT DO YOU 
KNOW ABOUT BLINDNESS,’ may be used as 
a starting point. 


1. Never talk to a blind person as though he were 
deaf. Treat him as a normal individual. 


i) 


Never express sympathy for a blind person in 
his hearing. 

3. Do not revise your conversation so as to use 
“hear” instead of “see.” Use the word “blind” 
without hesitation. 

4. When a blind person is entering a car or train, 
going upstairs, or about to sit down, he needs 
only to have his hand placed on some leading 
object. He can do the rest. 

5. Offer your arm when walking with a blind 

° person. Do not push him. Go straight if pos- 


*This article emanates from the Occupational Therapy 
Department, Institute of Ophthalmology, Columbia Pres- 
byterian Medical Center. 


1. Herbert Yahraes, What Do You Know About Blindness 
(Public Affairs Pamphlet No. 124.).. 
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sible. Sound and touch are the blind individual’s 
“sight.” 

6. Speak, if only a word, on entering a room 
where there is a blind person. If you are a 
stranger, say who you are, Tell him by a word 
when leaving. 

7. Address a blind person directly, not through 
another person, 

8. Do not exclaim “wonderful” or “marvelous” 
because a blind person can do the usual things. 

9. Do not talk of an “extra sense” or “providential 
compensation.” 


10. Always be natural with the blind; never patron- 
izing. Never fail in real kindness. 


Aims of Occupational Therapy Program 


At the present time, the purpose of the occupa- 
tional therapy program is to start the patient on 
an immediate and positive program to adjust to 
his disability while in the hospital. This is accom- 
plished through self-help instruction. The second, 
is to bridge the gap between hospitalization and 
home teaching. These purposes are fulfilled by 
our two aims of treatment. The first one is pre- 
ventive: that of allaying fears and anxieties in an 
effort to avoid depression. But if the prognosis is 
poor, the preventive program carries over into the 
second and unique aim, that of self-help or daily- 
needs activities. In other words, the patient is 
directed toward psychological and physical inde- 
pendence. 


Crafts 


The preventive program comprises the use of 
various crafts, games and other recreational activi- 
ties. The techniques used must fulfill the follow- 
ing requirements: 

1, Guarantee quick accomplishment 
Afford independence 
Develop coordination and concentration 
Develop visual-manual dexterity 
Provide sedative activity 
Be enjoyable to the individual 


An 


Let us illustrate these points by applying one 
craft possibility—the leather link belt. First, the 
belt may be finished quickly, and with this first 
sense of accomplishment the individual may be 
willing to try more difficult problems set before 
him. For instance, he may be willing to try eating 
by himself. Secondly, the project gives the patient 
a sense of independence because of accomplish- 
ment. Third, the process also requires coordination 
of the tactile and auditory sense. It is possible to 
start with the simple two hole variety of belt and 
work to the six hole which increases the amount 
of concentration required through the difficulty 
of the process. The patient’s coordination is exer- 
cised by concentration on the therapist's instruc- 
tions, regarding the rough and smooth side of the 
link, at the same time discounting peripheral ward 
noises. For instance, if his prognosis is going to 
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be poor, this practice will serve the patient when, 
in future shopping expeditions, he must count his 
change. The patient will have to concentrate on 
the size as well as the milled or smooth edge of 
the coins while discounting the peripheral crowd 
noises. Fourth, the belt makes it necessary for the 
patient to visualize each step through his tactile 
sense. Many people depend solely upon their visual 
sense and must be made aware of “not what they 
have lost, but what they have left.” The patients 
must now depend upon a verbal description which 
they must learn to coordinate with their tactile 
sense in learning to maintain their individuality in 
their environment. In this respect, professional 
people as well as the laity must learn to be explicit 
in all directions in teaching a technique, and even 
in light conversation with the patient; for, “over 
there” means nothing to the blind individual, 
whereas “to the right” or “to the left” does. Fifth, 
the project is a repetitious and sedative activity. 
Since patients are hospitalized for immediate opera- 
tive procedure, and consequently must be as mo- 
tionless as possible both before and after opera- 
tion, the craft materials must prohibit, as far as 
possible, sneezing, hiccuping, or other sudden 
movements. The therapist also must watch that 
the patient does not overconcentrate, which would 
cause him to clench his teeth while working on 
the craft presented. These precautions may pre- 
vent pulling sutures, hemorrhaging, bulging a 
corneal transplant, or redetaching a retina. This 
sedative activity is particularly important in work- 
ing with the nervous personalities so often found 
in glaucoma and pre-operative detached retina 
cases. Finally, making the leather link belt is en- 
joyed by the majority of patients. When we have 
mental relaxation in enjoyment, we have physical 
relaxation. 

The same six requirements apply to the recrea- 
tional program. However, we wish to emphasize 
that standard games have been changed as little 
as possible, as there is no need to make the in- 
dividual feel conspicuous with complicated gadgets. 
For example, checkers are played in indented 
squares on the checker board while each player's 
men are different shapes. Dominoes are inter- 
locked and have raised dots so that the game may 
be played easily, without danger of having it 
knocked all over the table. 


Daily-Needs 


Now, let us carry a patient over into the second 
and unique part of the occupational therapy pro- 
gram. Since the prognosis is poor, treatment is 
channeled into functional aid, one of helping the 
patient regain self-reliance. The foregoing six 
craft aims now stand the patient in good stead for 
instruction in the following daily-needs skills. 


1. Cane technique 
2. Eating technique 


141 


Ay 


Dial telephoning 


4. Monetary and check 
writing 
5. Household techniques: cooking, cleaning, iron- 
ing, sewing by hand and machine 
6. Personal techniques: cosmetics, shaving, clothes, 
smoking, telling time 
7. Correspondence: typewriting, scriptboard 
8. Braille: reading and writing 
This appears to be a very concentrated program. 
The therapist, however, may not present the 
whole program to the patient. She must find what 
stage the patient has reached in his adjustment 
(what he is ready to accept), and fit her daily- 
needs program to the individual needs of the 
patient. The development of this program with 
one particular patient is illustrated in the follow- 
ing case history. 
Diagnosis: Undetermined. Terminated 
enucleation and extravasation of orbits. 
Findings: Bed patient, no gatch, masked white fe- 
male, age twenty-nine. Mrs. X had completed two 
years of college and had then helped her husband 
for a year and a half with his business by taking 
over the stenography work. They had a year old 
son. The patient appeared apathetic, depressed, and 
felt that she was now useless to her son, husband and 
household. 
Treatment: Occupational therapy treatment was pre- 
scribed by physician previous to operation, and the 
following plan evolved. Since the patient had done 
a great deal of kniting previous to hospital ad- 
mission, the therapist felt that this would be an 
excellent initial activity for the occupational therapy 
program, The craft fulfilled all six treatment aims 
and the patient felt that she was accomplishing some- 
thing in making a sweater for her son. The patient 
appeared more cheerful just prior to operation. 

The next step was to introduce typing. Within 
three days after the operation, while the patient was 
still flat on her back, typing was started. This ap- 
peared to give Mrs. X a feeling of constructive 
accomplishment and independence and she suggested 
herself that, upon returning home, she might be able 
to continue typing for her husband. 

At this point, the patient requested braille instruc- 
tion. This was very unusual, as so often the individ- 
ual associates braille with blindness and because he 
will not admit to himself that he is blind, he refuses 
any form of braille. However, in this case because 
of the request and intelligence of the patient, we 
started off with the regular cut-and-dried alphabet, 
and at the same time introduced interesting ways 
that Mrs. X might utilize her braille at home: 
canned goods, cooking clock, sewing spools, and 
playing cards. 

As the patient began to feel like sitting up for 
short periods of time, she was encouraged to pay at- 
tention to her personal appearance: her hair and 
cosmetics. Also at this time the therapist gave special 
instruction in eating problems such as cutting meat, 
spreading butter on bread, and eating lettuce salads; 
which are only three of the very difficult eating 
activities to be mastered by the blind person. 

When ambulatory, the patient was instructed in 
cane technique, which afforded her ward and later 
building privileges. During this period, Mrs. X was 
also given shop privileges which introduced her to 
the achievement board, dial telephoning, ironing, 


exchange: coin, paper, 


in bilateral 


hand and machine sewing, cooking in the shop 
kitchen unit, and group activities, When the patient 
was allowed hospital ground freedom the therapist 
started Mrs. X on outside orientation. On one of the 
walks around the hospital, a monetary exchange 
situation was precipitated by the occupational thera- 
pist. This started a conversation along the lines, 
“well, how can one make change when shopping?” 
The therapist called to the patient’s attention, that 
dimes and quarters have milled edges, nickles and 
pennies smooth edges, that one dollar bills are left 
in the wallet flat, and five dollar bills are folded 
vertically. 

Before discharge, Mrs. X appeared anxious about 
“her biggest problem” at home, her year old son, 
She wondered how she would know what mischief 
he would cause or where he would be in the house 
while she was doing the housework. She did not 
want to have to pen him in the yard as she felt he 
must grow and develop with a child’s natural curios- 

After much thought, and many inquiries, Mrs. X 
answered her problem by tying small Christmas bells 
in the youngster’s shoe laces, so that she might know 
where he was in the house. 

This patient was discharged, and after many 
months enrolled for a dog guide. While train- 
ing for this, she typed us the following comments: 

. I must tell you how grateful I am to you 
Ply ok the good instruction you gave me while I 
was at the hospital. The thing which has proved 
most valuable was your instruction in connection 
with food. You would be surprised to hear all the 
groans when we have roast beef or pork chops for 
dinner. I don’t think there are twelve out of the 
twenty-four of us who can manage to cut our own 
meat. Another thing which I am quite proud of is 
the act that I can iron.[ was under the impression 
that every blind woman could do that but out of 
six of us here, I seem to be the only one who has 
ever tried.” 

More than anything we could say, this letter 
so clearly emphasizes the urgent need for a hos- 
pital program of daily-needs activities, both for the 
newly blinded and for the blind individual of 
long standing who has been left to his own de- 
vices. 

Before describing in detail how to teach daily- 
needs skills, it might be well to emphasize that 
there are as many ways to approach and treat a 
patient as there are individuals. The different skills, 
and techniques in teaching them were set up and 
taught by the Navy during the last war. However, 
they have been developed, or new short cuts 
found, and incorporated into the occupational 
therapy program at Eye Institute, through sug- 
gestion and exchange of ideas from blind patients. 


Craft 


1. Leather Lacing: Leather lacing, whether simple over- 
cast or double button hole, will be made easier for 
the patients by glueing a toothpick to the end of 
the lacing. Cut about 1/8” of the large head of the 
toothpick. Skive the end of the lacing and insert it 
into the remaining part of the toothpick which has 
been split with a razor blade. (Drawing No. 1). 
After using Duco glue, press it under a paper weight 
for a while. 
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Fig. 1. 
Looper Potholders: When the patient has hooked 
all the initial loopers from post to post, prior to 
weaving in and out the opposite side, the therapist 
places an elastic band around the posts, over the 
loopers. In other words, with one elastic band over 
the left hand post row, and an elastic band over 
the right hand post row, the horizontal loopers will 
not pop up when the patient tries to weave in and 
out the vertical clips, 

Additional Activities: Knitting, crocheting, weaving, 
radio assembling, ceramics, felt animals, tatting, 
netting, finger painting, hooking, rag rugs, cord 
knotting, and such ward activities as folding dress- 
ings and so forth may be adapted for use with the 
patients, depending upon each individual’s interest. 

Reading 

Talking Book: For recreational reading, the Talking 
Book proves both stimulating and diverting to the 
patients. It may be used at the bedside or in the 
occupational therapy shop. 

This recording machine plays at a speed of 33 1/3 
revolutions per minute. A large and varied selection 
of books have been recorded, such as fiction, bio- 
graphies, and plays, to list only a few. These records 
are sent through the mail, free, by libraries desig- 
nated for their circulation. For information about 
the records, write to the American Foundation for 
the Blind, or to the Library of Congress, Washing- 
ton, D.C., to locate the nearest regional library. 


Correspondence 
Typing Instruction: The patient is flat on his back 
without a gatch, with small hard pillows on either 
side of his head and neck. Large pillows folded in 
half vertically, are placed under the upper arms. 
The portable typewrite is put on the over-bed rolling 
table and rolled to the patient. The therapist places 
the patient’s fingers on the asdfjkl; row and tells 
him that is home row or home keys. His fingers are 
always going to rest on these keys until he reaches 
out an individual finger for a new letter above or 
below this row. However, his finger, after hitting 
the new key, will always return to its individual 
home row key. The therapist then tells the patient 
to put out his left little finger toward the left. 
The key he will find slightly lower than the na- 
tural height of the home row is the capitol lock. 
Below this, is the big key which is the capitol key. 
When he has taken his hands off home row, he may 
use the capital lock to orient himself in returning 
to the correct row, Now, tell the patient to place 
his little finger on the first key on the left, then 
the ring finger on the following key, the middle 
finger next, and last the index finger. He will count 
two empty keys and then place his right index finger 
on the next key, and let the middle finger, the ring 
finger, and the little finger fall on their respective 
keys. Then the therapist will have the patient take 
his hands off home row and put them back three 
times or so for practice. The patient may now 
learn the letters of the keys starting with the left 
hand. If he can remember without faltering, go on 
and have him learn the right hand, Combine the 
two hands and spell out words from available letters: 
for example, lad, sad, and dad. Continue teaching 
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Fig. 2. 


in this manner watching that the patient does not 
become fatigued. Such signs as sighing, complaining 
of arms aching, back aching, or other postural com- 
plaints, or memory failure will tell the therapist 
when the patient is tiring. When starting the next 
treatment, the therapist should have the patient  re- 
peat out loud and show her all he learned the 
previous lesson. Then she may continue teaching 
new letters, making sure the patient returns each 
individual finger to its home key before a new finger 
reaches out for a new letter, always remembering, 
whenever possible, to let the patient type words that 
are meaningful to him, 

Our records show that patients who have never 
typed before, are able to touch-type letters home 
seven to ten days after their first lesson. However, 
a scriptboard should be introduced to inspire a feel- 
ing of immediate accomplishment and_ independence, 
before the seven day period has lapsed and_ the 
patient is typing a letter home. 

Scriptboard: The therapist may obtain a variety of 
scriptboards by writing to the American Foundation 
for the Blind. However, if she would so desire she 
may have an ambulatory blind patient, under super- 
vision, make a scriptboard for a patient on the 
ward, He in turn has had one made for him by 
a previous blind patient. 

Materials 
1/4” plywood 10 1/2”x13” 
1/8” clear plastic 10”x4” and a strip 3/4”"x6” 
5 rivets 
Strip of heavy paper 1”x4” 

Sand and shellac the plywood, Cut a horizontal 
piece from the plastic flap 1/2” wide and 7” long. 
This horizontal piece has been cut out 1” from the 
top, 2” from the left, and 1” from the right of the 
plastic flap. Also cut out a vertical piece 1/8” wide 
and 3/4” in length. This vertical piece has been 
cut out 11/2” from the left of the plastic flap. 
Before riveting the flap to the board, place the 
strip of heavy paper between the plywood and the 
flap. This lifts the flap enough to allow the writing 
paper to slide easily. Then rivet the plastic flap and 
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strip to the left hand side of the plywood. (Draw- 
ing No. 2) 

Slip the writing paper under the plastic flap. Shove 
the paper tight against the left hand plastic strip. 
Write with either ball point pén or pencil in the 
horizontal groove. When at the end of the line, 
place the eraser at the end of the pencil in the 
bottom end of the small vertical groove and push 
the eraser to the top of the groove, thereby moving 
the paper up a line. Repeat the process. If the paper 
sticks to the board, rub some powder on the plywood. 

Sending legible letters helps the patient overcome 
the feeling that every time he wants something he 
must call a volunteer. 


Braille 


Instruction: Braille should never be introduced to 
acute eye patients unless some indication of requesting 
it or accepting it has been shown. The seeing patient 
has associated braille with blindness and now will 
refuse it because he will be afraid to know of his 
poor prognosis. Here again the importance of know- 
ing just the right psychological moment to introduce 
braille or to insist upon the patient’s association with 
it must be emphasized. To the untrained therapist, 
it would perhaps be best to skirt this aspect of 
daily-need altogether, unless she is sure of herself and 
her patient. If, however, the physician insists that 
the therapist introduce braille to the patient several 
avenues may be open to her. First, a set of braille 
playing cards may be used. This is a standard deck 
that has been marked with braille. While playing a 
card game, the patient may accept and learn braille 
in a less cut-and-dried method. Secondly, the patient 
may wish to be able to tell time. Through a braille 
watch, he will have to expose himself to its use in 
spite of himself. Or, the therapist may fix a braille 
bedside clock for the patient by permanently re- 
moving the clock crystal and marking the numbers. 
The patient feels the hands of the clock in relation 
to these marks. Thirdly, a patient, when sewing, 
will have to know the color of the thread she is 
about to use, The spools may easily be brailled by 
marking a piece of aluminum foil with the first 
letter of the color and Ducoing it to the top of the 
spool. Finally, the housewife might want to know 
the contents of the cans on her pantry shelf and 
consequently must braille them when they come from 
the store. However, the patient may still refuse 
association with braille. In this case, its is advan- 
tageous for the patient, both now and in the future, 
to curtail discussion of the subject until the patient 
voluntarily asks about braille or where he may be 
taught braille after discharge from the hospital. 
Braille Tape Measure: The therapist may help the 
patient by showing her how to measure when sew- 
ing or knitting. After obtaining a cloth or paper 
tape measure from the dime store, punch a full staple 
along the long ink line every inch, and a short staple 
along every half inch. It is also an advantage to 
staple horizontally at the first foot, two horizontal 
staples at the second foot, three at the third, and so 
forth. This simple aid gives the patient a wonder- 
ful feeling of quick independence and accomplish- 
ment. 


Personal Appearance 


Hair: The trick in combing hair is the part. All 
the patient has to do is place the palm of his hand 
on the top of his head with the outside edge of the 
hand about where he wants the part. Then run the 
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comb along the edge of his hand and he will have 
a straight part. 

Cosmetics: Lipstick for a woman is of the utmost 
psychological importance, With the right hand place 
the lipstick against the left index finger which is 
horizontal against the bow of the lips. Then take 
away the left index finger and mark the lipstick 
across the right bow, then return to the left and mark 
the left bow. Rub the top lip against the bottom a 
few time. The most important part of this skill is 
not to forget the blotting. Above all, you do not 
want a bizarre look, just enough light color to add 
to the patient’s appearance. 

Smoking: This will probably be the first activity that 
the patient wants and so he will be willing to try 
without too much persuasion. A cigarette can easily 
be lighted by touching the end of the cigarette with 
the tip of the second or third finger of the hand 
holding the match. Then bring the lighted match 
that is held in between the thumb and the forefinger 
of the same hand to the cigarette. 

Shaving: The patient may use either an electric or 
safety razor. He may guide the razor by placing 
his other hand against the lower edge of the sideburn, 
putting the razor against the lower edge of that 
hand. This enables hime to cut the sideburn straight 
and keeps him oriented at all times to the razor’s 
location. 

Clothing: It is extremely important for both men 
and women to keep their clothes and personal be- 
longings in one place all the time. They will need 
the family’s help in making sure that they always 
return the patient’s personal things to the designated 
place. 

One way of distinguishing the color of shirts, 
dresses, blouses, or suits may be by sewing incon- 
spicuous French knots on the inside of the collars. 
These are then used as braille dots. 

When there has been a change in room arrangement 
or clothes in closets, the patient should be oriented 
to these changes immediately. This applies to O.T. 
shops as well. 


Shop Activities 


Achievement Board: This board is equipped with 
doorbells, electric switches, sockets, locks, dial tele- 
phone and other similar household articles. Some 
practice on this board will enable the patient to 
connect an electric socket without a mishap or short 
circuit, and thus overcome his fear of electrical con- 
nections. Here again, the aim is to acquire some 
practice in fulfilling the six requirements of treat- 
ment. 

Telephoning: The telephone on this board enables 
the patient to learn to dial a telephone instead of 
being dependent upon someone else for something 
as personal as telephoning. This is a matter of 
memorizing the dial alphabet and numbers. Then 
with the little finger of the right hand in the first 
hole which has the number ove in it but no letter, 
and the ring finger in the hole abc, the middle finger 
in def, and the index finger in /i7, the patient has 
beginning control of the dial. With the other hand 
he may count around until he has found his required 
number or letter. 

That finger then dials around but swings back 
with the dial upon its return and stays in the hole. 
Then the other hand dials a new number, first orient- 
ing itself with the left hand finger. The patient 
must try not to lose tactile contact with the dial so 
that he may be oriented at all times. Actually all 
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that is needed here is practice, and once having ac- 
complished a call on an outside phone, the patient 
appears to be on top of the world, 

3. Ironing: The patient is reinstructed in his established 
ironing pattern. The thing for the therapist to watch 
is that the iron is not put too near the edge of the 
board. As a matter of fact, it would probably be a 
good idea to buy an ironing plate, so that the iron 
may rest flat at all times. As far as burning oneself, 
it is not usual as the patient’s hand will usually tell 
him before he gets too near the iron. This -skill 
needs some moral support and gets better with practice. 

4. Sewing: For hand sewing there are many varieties 
of needle threaders on the market now, but the one 
we have found the best, is the Self-Threading needle. 
This English needle has a double eye and when the 
the thread is held ‘taught between the fingers it 
easily slips down into the eye.. Hemming and sewing 
in general are matters of tactile sense and can be 
accomplished easily with more moral support and 
practice. 

For machine sewing the Singer Sewing machine 
people have a machine needle threader. From then 
on, it is a matter of using a guiding finger against 
the side of the presser foot which follows the straight 
edge of the material. 

5. Group Activities: Along with individual instruction 
there are group activities. All ambulatory patients, 
partially sighted or newly blinded, come to the shop 
for the group program. Games are used to develop 
memory discrimination in hearing and tactile sense 
and incidentally help establish an inter-group aware- 
ness and co-operation. For example, one group game 
use is the visual-manual-dexterity game, in which the 
patients, sitting in a circle, pass around familiar 
household articles, or machine tools, to be recognized. 


Check Writing 


Personal Checks: This skill depends upon the for- 
mat of the personal check. The therapist may use a 
colorless piece of X-ray film, Place it upon the blank 
check, and trace and cut out grooves for each line 
to be filled in on the check. The patient carries this 
with him and paper clips it to the check when needed. 
(Drawing No. 3) 


Cane and eating techniques will be described in 
detail in other Journal articles. 

In summary, let us strongly reemphasize: First, 
that even though a therapist is on a specialized 
service, she should know of some such program for 
blind individuals. She must know what she may 
expect for the blind individual in the hospital and 
his future, and most important, what the blind in- 
dividual may expect from the occupational therapy 
program. 
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Secondly, that the time to initiate a rehabilitation 
program for the newly blind individual is at once, 
at the bedside, in order to bridge the gap between 
hospitalization and home teaching adequately and 
intelligently. Without such a program in the 
hospital, the patient is discharged with no instruc- 
tion in activities of daily living, only to go home 
to sit and be waited on. There are no available 
agencies concerned with these self-help activities, 
for their purpose is to train the patient for an 
avocation or vocation, not for everyday living! 


And third, work with the blind is anything but 
a limited field. It is your challenging responsibility! 
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O.T. in Retinal Detachments 


(Continued from Page 139) 


In other words, the therapist must be armed 
with things which will appeal to all grades of 
mental and manual ability and all personality types 
and must have a ‘means for correctly detecting and 
matching each. The activities must carry a strong 
stimulus to achievement and a sense of satisfaction 
and gain in the énd result. The level of occupa- 
tion must always be above the patient's ability but 
within reach, and above all be meaningful to the 
patient. 


When these problems have been met and dealt 
with effectively the therapist will have the satis- 
faction, when saying goodbye to a patient, of feel- 
ing a firm handshake and seeing him walk out of 
the hospital unaided. 
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BLINDNESS AND FUNCTIONAL NORMALITY 


CHARLES G. RITTER 
Consultant on Special Aids and Appliances 


American Foundation for the Blind, New York City 


Let us discuss aids, appliances and techniques 
employed by blind people to accomplish everyday 
activities. These aids are of value only when they 
are put to use by blind people who want to put 
them to use. I have been a little surprised by dis- 
cussions in other fields about how to get the pa- 
tient to accept a prosthesis. To my mind this is not 
a legitimate objective. The prosthesis is a tool. 
The discussion should be on how to make the 
patient aware of his potentialities. Once aware of 
these, he is only too eager for the tools. 

So while we may be speaking primarily of the 
tools, we can only relate them to the individual 
by thinking of what they can enable him to do. 
If we thrust them at him before he knows what 
he can do with them, we are likely to do more 
harm than good. 

One of the best-known tools of the blind is 
braille, and yet a very, very small percentage of 
blind people use it. The reason, I am convinced, 
is that many workers make the tool the end and 
consequently make it a rule of thumb that every 
blind person should learn braille. For the average 
person suffering the shock of present or incipient 
blindness, the tool “braille” is the badge of blind- 
ness. 

The man or woman facing loss of sight faces, 
over and beyond the severe blow to his psyche, the 
task of ridding himself of all common prejudices 
about blindness. So violent are these prejudices 
that many people are unwilling to accept the hard 
fact of blindness. The autobiographical literature 
of the blind is full of praise for the opthalmologist 
who let the truth be known to the patient as soon 
as it was known to the doctor, or of condemnation 
for the opthalmologist who mistakenly complained 
that while the doctor told the truth to the family, 
he withheld it from the paient. 

I think it is pretty safe to say that the average 
patient finds about him—in the hospital and in 
the doctor’s office—very much the same prejudices 
aout blindness that he himself still has. The 
chances are large, wherever he receives treatment, 
tha: he will be overprotected or underprotected. 
It is not, I admit, a completely blank picture. 
While many blind people have complained that 
their doctors thought of them only as a pair of 
eyes to be treated, there seems to be a rapidly 
growing body of specialists who want to see the 
whole being treated and who recognizes that non- 
medical and non-surgical means exist for helping 
to restore blinded individuals to functional nor- 
mality. Occupational therapists, among others, 
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begin to see a role they can play in this restoration 
of function. 

The Army programs, in particular after World 
War II, represented a wholesale effort in this direc- 
tion. Perhaps the most outstanding results were 
in the field of mobility. The average blinded vet- 
eran is a fairly good traveller and knows well how 
to be guided. In addition, he manages fairly well 
at dress, appearance, behavior at table and so on. 
So marked indeed is his poise that when people en- 
counter civilian blind with fairly normal bearing, 
they almost invariably mistake them for veterans. 

The Army program, of course, was far from 
perfect. In the matter of braille, for example, it 
employed many braille specialists who often over- 
stressed their specialty too early in the picture. 
Most of the men, as far as I could see, gave braille 
up entirely the moment they were given their dis- 
charge papers. A few have come to recognize the 
need for it later and have returned to it, but a great 
majority still operate under such emotional blocks 
that, even when some little use might be made of 
it, none is. 

I think it may be useful to recognize a few 
things about braille. Today it is rather easy for 
a blind person, even in a rather high executive 
position, to do without braille entirely. Eyes are 
cheap and plenty of us do relatively little of our 
own reading at work. I doubt if very many adults, 
anymore, would bother to gain sufficient facility to 
use braille for pleasure reading; and recording 
techniques have made it as cheap to put a book 
into recorded form as to hand transcribe it into 
braille, so that even the average college student 
can quite well dispense with point reading. 

It is only when we get to mathematics and the 
technical and scientific fields that braille becomes 
pretty much a necessity. Where tables must be 
consulted, or formulae, or mathematical manipula- 
tions, it does seem superior. But if the individual 
has clearly seen the need, he will learn braille 
without much trouble and without much help. 

I know a physician who had been blind for two 
years and had never been approached about braille. 
He had continued both in practice and in teaching, 
and had decided on his own that braille might be 
as asset. In the course of a half-hour talk, he had 
learned the alphabet although he was in his sixties. 
Of course that did not mean he knew braille; and 
that man wanted help, so he was referred to an 
expert in his own community. In another case, a 
design engineer of sixty-five complained that in 
his state the braille teacher’s visits were too in- 
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frequent so he was referred to a text which would 
allow him to study alone at his own speed. Some 
months later I had an apologetic letter in con- 
tracted braille explaining that he had been bed- 
ridden with arthritis for three months, which had 
slowed him down. For both these men, the fact 
of blindness had been what we usually call ac- 
cepted, and braille was approached as a tool to do 
a job they wanted to do. Very few people are 
likely to reach that point while they are under 
medical care. Or maybe they would if other things 
came first. 

There is a point some people never reach and 
some reach very early. It is a difficult point to 
define. One man, in charge of a very ambitious 
project in the Veterans Administration, compares 
it to striking a spark. According to him, his clients 
will mope around for a week, two weeks, even 
longer. Then all of a sudden something lights 
up and the man is capable of going ahead on his 
own. I have compared it to learning to swim 
or ride a bicycle. Trial after trial peters out; then 
suddenly it all falls together and you can ride. 

One thing is clear: The newly blinded man is 
still a sighted man,: with as little insight into 
blindness as he would have if sighted. As one man 
put it, there was just a jumbled and exhausting fog 
of sound about him. It takes, usually, a fairly long 
time for the sounds to un-jumble and take on use- 
ful meaning. “We must use deduction,” a friend 
said, “where you can use observation.” But even 
the immobilized patient, regardless of prognosis, 
can begin learning that and again regardless of 
prognosis, he can begin learning other things as 
soon as the regimen of treatments permits. The 
problem is who is to teach him? The discipline 
that seems to me to be most promising is that of 
the occupational therapist. His role is determined 
by the physician. However, I am afraid his training, 
with exceptions of course, has not included the 
blind. Nevertheless it need not involve any elab- 
orate additions to his curriculum. Many of the 
commonly used O.T. procedures would apply to 
some blind people. The aim, when sight cannot 
be restored, is to salvage as much of the person as 
can be saved. If a woman has been a housewife, 
she should continue to be a housewife. Chemists 
and bio-chemists, doctors and lawyers, designers 
and writers, executives and hirelings have con- 
tinued after loss of sight with a minimum of 
change. 


A physician who has lost his sight of course is 
not likely to want to learn to make leather belts; 
and I have talked to quite a few people who re- 
sented efforts to teach them to weave baskets. But 
all of them want to discover that they can con- 
tinue to function in daily life by dressing, eating 
and getting about. If there is any possibility of 
their returning to the work they've been doing, 
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they should begin learning at the earliest possible 
moment that others have done so. 

In the early stages particularly, gadgets can be 
most helpful. Blindness is not one big insurmount- 
able handicap, but it does bring a host of little 
problems. When the patient begins breaking them 
down and solving them one at a time he is start- 
ing to get over the hurdle. 

There is no reason, for example, for a newly 
blinded person to hesitate about shaving, and yet 
many do. For such a person the little Vestpok 
Razor may be sufficient encouragement. It requires 
no soap or water, no electricity. It cannot cut into 
the sideburns nor nick the jowls. Before long the 
patient will put it aside in favor of his older 
method of shaving and use it only for 5 o'clock 
shadow. 

We have said that the aim is the retention of 
as much as possible of the whole man after loss of 
sight. To this end it has often been advocated 
that a thorough physical check-up be made at the 
very outset. The problems of a blind man with 
hearing loss are quite different from those of a 
man with acute hearing. The so-called obstacle 
sense appears to be pure hearing, or nearly so, 
and if it cannot be expected in a client, there is no 
point in watching for it. Also some people have 
much greater ability to localize sound on a vertical 
plane than others. Certainly when there is a 
definite hearing loss in one ear, the patient must 
learn to overcome the tendency to veer away from 
the deaf side. Smell often plays a useful role in 
travel as well as elsewhere, aad if there are losses 
they should be taken into consideration. 


Special consideration must be given where a 
man falls within the legal definition of blindness 
but has some sight. Sometimes special visual aids 
may be needed for specific uses and since the 
patient doesn’t know this, the opthalmologist may 
do a real service by suggesting them. I recall in 
particular the case of a scholarship student from 
abroad whose government required him to take a 
course in engineering drawing. By prescribing a 
pair of T15 lenses, the opthalmologist gave him 
what he needed to get through the course, though 
the glasses were of little use for anything else. In 
other cases, people with extremely limited sight 
have benefited from the knowledge that white on 
black gives better legibility for most people. One 
student of anatomy with only 3/200 visual acuity 
had enlarged negative photostats made of the dia- 
grams, many of which he could decipher when 
viewed in front of a strong light. Some have tried 
postcard projectors thrown against a mirror or a 
frosted glass for people whose central vision made 
the ten power magnifier unsuitable. The trouble 
is that the light losses are great and the contrast 
poor, so that many cannot benefit. 

The ten power magnifier, as well as the six 
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power pocket telescope, is reasonable in price and 
has been of great value to many blind people. Even 
a twenty power Coddington glass has proved a 
godsend to some who can manage to decipher bills, 
addresses and personal letters. I have showed 
a forty power glass to quite a few who could not 
use even the twenty power, but only occasionally 
has it proved helpful. 

Where blindness is accompanied by more or 
less severe hearing losses, a local agency is often 
able to help in procuring hearing aids. If that is 
not feasible and the client cannot afford to pur- 
chase his own aid, the American Foundation for 
the Blind, through its services for the deaf-blind, 
helps out through the local agency. Not only hear- 
ing aids but special radios and other aids, such as 
alarm clocks for the deaf-blind, can also be pro- 
vided in this way. 

In the case of other types of multiple handi- 
caps, the American Foundation for the Blind has 
also sought to provide special aids. They have, 
for example, designed canes for bilateral hand 
amputees and have worked on other personal aids 
to fit Cruckenberg Claws. The main reason they 
handle the flameless cigarette lighter is to make 
life easier for the one-arm amputees. 

What are the first gadgets to consider? A watch 
or clock, for some reason, often seems to be help- 
ful at the very outset. These the patient can learn 
to use with little difficulty, regardless of age. If 
he has a radio, it might be well to point out to 
him that he can tune it without any special trouble, 
for the most common station can be related to 
each other. He may be stimulated by a writing 
guide of some kind. If there is a choice of silver- 
ware, he will find it easier to use as light a fork as 
possible since he can more easily judge with it 
whether he has a forkful.of food or not. 


There are a few games he may enjoy. There 
is a block puzzle that might appeal to many and 
the Howe Press puts out another called Puzzle 
Peg; checkers and chess and dominoes are avail- 
able. Women who knit can use the marked tape 
measures. There are needle threaders and self- 
threading needles for those who sew. Those who 
smoke may be shown one of the various techniques 
for lighting cigarettes. Where the patient is still 
in bed and seems unsure of himself, the little bed- 
side cigarette holders might be used. 

As soon as the patient can leave the bed, he 
can be shown the principles of guidance. The 
raised line drawing board makes it easy to help 
him with his preliminary visualization of the hos- 
pital layout. But it is surprising how often guid- 
ance is neglected. I remember standing outside one 
of the hospitals when an out-patient was being 
brought in by a member of his family. She had a 
rigid grip on his arm and was shoving him ahead 
of her so that he was constantly bumping into 
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steps and other obstacles. Had he been shown 
how to take her arm instead, being guided would 
have been much like dancing because the move- 
ments of her body would have indicated to him 
when they were approaching narrow alleys, step- 
ups and so forth. Good guidance is often one of 
the first steps in reducing physical tensions. If he 
could be shown the elements of cane technique at 
this point, if he is ready for it, it should prove in- 
valuable. He can then be shown some of the 
techniques for marking his clothing if that is 
called for. Little safety pins on the tail of shirts 
of one color, for example, or French knots can be 
used, but there are usually differences in the gar- 
ments that make such markings unnecessary. 

Another service which opthalmologists should 
bear in mind is the one-fare concession, which per- 
mits a blind person and a guide to travel by train 
or bus on a single ticket. Repeatedly I have heard 
of people under prolonged treatment spending 
huge sums unnecessarily for periodic visits to the 
doctor’s office from distant places. 

In the meantime, the individual will have been 
indicating in one way or another the special prob- 
lems he, as an individual, will be facing. If he has 
been mechanically inclined, he will be excited to 
find out about existing tools as well as how other 
people handle tools he may already have in his 
own workshop. There is one simple slogan that 
opens up a new world here: “It is more accurate 
to compare than to measure.” The gauge blocks 
represent application of this principle. With these 
a man, any man, can speed the setting up of a 
job. If the patient can bring himself to stop ask- 
ing, “How can a blind man do this?” and ask 
instead, “How could I do this without looking?” 
the chances are great that he will work out the 
answers himself. 

He will probably worry about using power tools. 
He will perhaps need to have it pointed out that 
he can establish landmarks to avoid danger points. 
Above all, he will have to learn that a surprising 
amount of data is available from the other senses. 


It has long seemed to me that more might be 
done in the way of training the newly blinded in 
attention to other sensuous data. Certainly the 
blind person in a ward or semi-private room has 
more data to study. From the start he can dis- 
tinguish between a large, bare room and a small 
well-furnished chamber. Gradually other sounds 
and echoes gain significance until his responses will 
become in many cases automatic—like the friend 
of mine who avoided the slap aimed at him by the 
lady he was talking with because he was biting his 
fingernails. Psychology and education departments 
in universities might well be interested in prob- 
lems of this sort. 

Another place where a great deal of work will 

(Continued on Page 175) 
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THE USE OF EDUCATIONAL TOYS IN 
THE TRAINING OF BLIND PRESCHOOL CHILDREN 


JOSEPHINE BROWN 


Educational Counselor Working with Preschool 
Children 


New Jersey State Commission for the Blind 


A blind baby needs good physical care, love, 
affection and security just as any baby needs all 
these things. He also needs special training start- 
ing very early in life to help him become ac- 
quainted with the world in which he lives. A 
child with normal vision is attracted by movement, 
color and light and stimulated to muscular activity 
in reaching for objects. When he crawls and 
walks he soon learns about objects and their size 
and shape and begins to formulate concepts of 
size and distance. A blind child must be provided 
with auditory and tactual stimuli toward activity 
which will develop his interests and skills. For 
those blind babies who may have a tiny bit of 
vision, even though it be only light perception, 
special stimuli must be provided to teach them 
from early infancy to learn to use their vision as 
effectively as possible. Frequently in the case of 
retrolental fibroplasia*, a chief cause of blindness 
among preschool children, there is light percep- 
tion which if retained will prove invaluable in 
orientation and locomotion. In children with con- 
genital cataracts, another chief cause of defective 
vision among preschool children (sometimes of 
the rubella type), there is usually the ability to 
distinguish large objects and color. In these cases 
in particular it is important to teach the child to 
use his vision as much as possible since it is quite 
probable that he will have considerably more 


vision when the cataracts are removed and glasses 
fitted. 


Let us consider first the blind baby. His lack 
of sight is a tragic shock to his parents and often 
it is not discovered until he is four or five months 
old, as in the case of those with retrolental fibro- 
plasia. Then the parents have a difficult period of 
adjustment in facing the child’s handicap, in won- 
dering how they can help him and in being con- 
cerned over his education and plans for the future. 
If there are other children in the family they 
wonder about the place and relationship of the 
blind child and what his presence will do to their 
family group life. If he is the first child they 
wonder about having other children. Meanwhile, 
they are puzzled about what to do for him. What- 
ever the cause and whenever the onset of blind- 
ness, this adjustment on the part of the parents to 
the child’s handicap is a serious matter. It will 
probably not be accomplished for months or years. 
Informing the grandparents, relatives and friends 
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of the child’s condition may be a major considera- 
tion and inquiring and pitying neighbors and 
strangers will always be a problem. Even the 
word “blind” seems impossible to the parents at 
first and may be difficult for a long time. It will 
be helpful to the parents if they can learn some of 
the facts that are known about blind babies and 
some of the ways they can help with the training 
of their child. The blind baby is likely to be 
slower than a child with normal vision in walking 
and talking, in learning to feed and dress himself 
and in climbing and moving about actively. Suc- 
cess-experiences and participation in play with 
other children as he grows older are very impor- 
tant to his emotional and social growth. The atti- 
tude of the parents is of utmost importance in help- 
ing him to grow up normally. Those giving guid- 
ance to the parents can show them how educational 
toys can be used to help meet these needs of the 
blind child and help in his preschool training. In 
teaching and working with their child the parents 
will see his accomplishments, share his joys and 
successes and learn to love and accept him as he is. 
They may lose some of their own fears and 
anxieties as they are occupied with specific teach- 
ing tasks and can see progress. 


Due to the great increase in the number of 
blind babies in all parts of the country during the 
past few years there are many more opportunities 
and facilities for assistance now available to par- 
ents than in the past. The advice of professional 
workers can be obtained from state schools for 
the blind, state agencies for the blind, departments 
of special education in some states and from some 
eye hospital clinics. Parents’ institutes varying 
from two or three days to two weeks are held in 
various places and parents’ clubs exist through 
which the parents may attend lectures and special 
programs. They will come to realize that there 
are others who share the common problem of 
having a child with a visual handicap. Parents 
have taken a big step forward when they accept 
the diagnosis of the ophthalmologist, follow his 
advice about the child’s eye care and use, recog- 
nize the fact that their child is blind or has a 
visual handicap and ask for professional help 
regarding his training. Even the opportunity of 
discussing the child and his problems may be of 


*often associated with premature birth 
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great relief to the parents, for all parents like to 
talk about their children and those with children 
of normal vision may not understand the situation 
of those whose children have visual defects. With- 
out guidance, parents very often expect too much 
of a blind child, comparing him unfavorably with 
his brothers and sisters with normal vision and 
urging him to try to do things beyond his limit of 
experience or present ability. Sometimes they ex- 
pect too little, and the child has so few successful 
experiences and opportunities for learning the 
things he is capable of learning that he is thought 
to be mentally retarded. In either case the result 
may be an emotionally maladjusted and unhappy 
child. Therefore, the professional worker must 
help both the parents and the child and show the 
parents how they can work with their child. 


Pictures by “Pitcher’”’ 
Learning to string beads. 


The methods of teaching and the selection of 
toys to be used are determined by the age, maturity 
and development of the individual child as well 
as by his eye condition. Children classified as 
blind have varying degrees of vision (from 
20/200 to none), some have acquired blindness 
through accidents or eye diseases, some have addi- 
tional handicaps and those who were born pre- 
maturely are often tiny and immature during the 
preschool years. Educational toys can be tools used 
in a parent-blind child educational process. They 
will be used for activity and play for the infant 
and toddler and also as devices for learning skills 
for the older preschool child.’ These are not toys 
designed especially for blind children but those 
available in any toy or department store and in 
many dime stores. One may find any number of 
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sturdy playthings made of brightly-painted wooden 
pieces that can be used to “do something”, to spin 
around, to be fitted into holes, placed on pegs, 
pounded or arranged in particular patterns. Use 
of these toys will help the child learn to concen- 
trate, to solve simple problems, to follow direc- 
tions, to develop imagination and to become skill- 
ful in the use of his hands. Ideas of size, shape, 
location of objects and of distance may be gained 
through play. Speech may be stimulated by the 
new experiences and pleasures. 

The mother may have to teach the child how 
to hold and shake rattles and rubber squeak toys 
by placing her hands over his and going through 
the motions with him. These are usually the first 
toys that will be interesting to a blind baby. Later 
there are push and pull toys that will be more ap- 
pealing if they make some sounds or noises or 
have bells tied on them. Even much later learn- 
ing to stack blocks and push them over will prob- 
ably require some type of manual demonstration, 
as will finding holes in rings to put on a post, 
putting blocks through holes and fitting pegs into 
boards. With each toy mastered and skill learned 
the blind child moves toward freedom and inde- 
pendence and the mother may find some relief 
from her anxieties and a deeper understanding of 
her child’s problems and potentialities. Her grow- 
ing confidence in the child often carries over to 
the father. His acceptance and understanding will 
grow as he sees his child learning and developing. 

Perhaps the use made of toys can be shown more 
clearly by describing the progress of three young 
blind children. Barbara has no vision, is nine 
months old, weighs sixteen pounds and is just 
beginning to sit at a baby table. She was born 
prematurely and weighed less than two pounds 
at birth. She has already learned to play in her 
crib with cradle toys suspended above her and 
uses her arms and legs well. Sitting is a new 
experience and even rattles and rubber squeak 
toys must be made to make sounds frequently to 
encourage her to explore the table top and find 
them. They are tied on with strings of various 
lengths and soon she will learn how to locate 
them when they have gone beyond her reach and 
to select the particular toy she wishes. She prob- 
ably will not walk before she is two but by then 
she will have learned to push over stacks of 
blocks and will enjoy finding her toys and pulling 
them out of a large carton. Her favorite activity, 
usually the choice of the child with normal vision, 
may be removing her mother’s pots and pans from 
the kitchen cupboard. By the time she is three, 
Barbara may be able to put the rings on the baby 
block stack and when that is accomplished she 
will probably be interested in the pieces and prob- 
lems presented by the other more complicated 
educational toys. The professional worker can be 
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of great assistance in helping in the selection of 
toys suitable for a child at a particular stage of 
development. Children vary greatly in their in- 
terests, skills and abilities and it is unbelievably 
difficult for a blind child to master these new tasks 
and fit parts of things together. If a task seems 
too difficult, the child is probably not ready to 
master it and the toy should be put away for a 
few months and then brought out again for an- 
other trial. 

The second child, Betty, who has no vision and 
who also was a tiny premature baby, was not 
ready to start working with the more complicated 
toys until she was nearly four for she had poor 
coordination and a very short attention span. She 
started with the color post working for a couple 
of five minute periods each day. In the year and 
a half since then she has lengthened her work- 
play periods to two hour ones each day, has learned 
to concentrate, to recognize all the big and little 
pieces of the various toys and to manipulate them 
deftly and confidently. She has mastered the 
processes of at least a dozen different toys and can 
count fifteen objects accurately. She has learned 
to use the large peg’ board, carefully finds each 
little hole with a tiny left forefinger and quickly 
fits the peg in with her right hand. Now she is 
working with the landscape peg set and its smaller 
pegs and can make a fence all the way around, 
place trees and buildings or rows of flowers and 
sidewalks as her imagination dictates and describe 
the village she has made. It took Betty six weeks 
to learn to screw the big bolts in and out of the toy 
workbench and she finally devised her own 
method of doing it, in with one hand, out with the 
other. Puzzles are very difficult but she can twist 
and turn single animal outlines until they fit in 
the proper cutout spaces. Two piece puzzles will 
come next but she isn’t quite able to master those 
yet, even at the age of five and a half. Shoe lac- 
ing is still to be learned—very difficult for a blind 
child—and still it will probably be another year 
or two before she can learn to tie a bow. She has 
learned to button and unbutton, working first on 
the big buttons on her father’s overcoat. This is an 
important skill for a child who will be going to 
school within the next year. She learned to string 
the large wooden beads according to the various 
shapes when she was four and a half but she 
has only recently learned to string buttons using 
a large blunt needle. 

The child who has had vision and lost it may, 
on the other hand, learn more quickly to accom- 
plish these skills or, on the other hand, may be 
even slower if there have been long periods of 
hospitalization or if vision has been lost disturb- 
ingly. The teaching procedures are similar for 
the child with partial vision except that guidance 
regarding the use of his eyes should be obtained 
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from the ophthalmologist. He may be able to 
learn colors by working with the brightly painted 
wooden pieces of the toys and in the process be 
developing eye-hand coordination and learning to 
use the vision he has. A child who has multiple 
handicaps, such as cerebral palsy in addition to 
blindness, needs even more time and patience and 
short but regular work-play periods to learn 
manipulative skills. In these and other complex 
cases it is of course advisable to work with the 
orthopedic specialist as well as the ophthalmolo- 
gist. The advice and training of the occupational 
therapist is often invaluable in adapting the use 
of toys to the educational process and to the needs 
of the individual child. Some children are men- 
tally retarded but teaching and training must be 
carried on with them within the limits of their 
ability, to give them every opportunity for growth 
and development. Here, again, progress may be 
very slow. 

The third child to be considered is Tommy who 
is a child with multiple handicaps. He is four and 
a half years old and was thought to be mentally 
retarded because he was so very slow in learning 
until it was realized that he had cerebral palsy. 
He has also had numerous periods of hospitaliza- 
tion for eye operations. He is now fitted with 
braces and uses a standing table. Tommy has 
shown improvement in arm and hand coordina- 
tion (which had been very poor), as he has learned 
to play with the simple educational toys, has im- 
proved greatly in eye-hand coordination, has 
learned to talk better, to count, to distinguish 
colors and he has found happiness in play activity 
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during the hours each day when he must be in the 
standing table. Large blocks were among the first 
toys that appealed to this child. These he placed 
in rows or stacked, counted or held close to his 
eyes to distinguish the color. It was necessary to 
provide a large wooden mallet for Tommy to 
pound the pegs in the Bingo Bed and a tablespoon 
was substituted for the hammer of the Color- 
Xylo. He can string the largest sized wooden beads 
on a stiff, heavy, plastic shoelace and he is learn- 
ing to put the pieces in the slots of the Postal 
Station. Tommy’s mother now realizes that the 
crying and temper tantrums of the past were 
probably largely due to frustration and lack of 
activity and she has found pleasure and encourage- 
mest with Tommy in devising new ways of playing 
with the toys and in the growing companionship 
with her child. Once the principles are explained, 
parents frequently show remarkable ingenuity in 
making adaptation to meet the needs of their own 
child. 


These may seem like tedious and unimportant 
steps in a child’s training but if he is to be able 
to learn to read Braille and to become a competent, 
adjusted individual he must learn to use his fingers 
dextrously, to concentrate on a task, to work for 
achievement and to experience success. It is im- 
portant for the professional worker and the par- 
ents to remember the following: 


1, As in the case of the educational development of 
those with vision, blind children vary in the chrono- 
logical age at which they are ready to learn through 
the use of educational toys, according to their physi- 
cal and emotional maturity, their degree of inde- 
pendence, their eye conditions and eye diseases, their 
periods of hospitalization and the presence of other 
handicaps. 

2. Periods of work with the toys should be regular, brief 
at first, increased in length gradually as the child 
becomes interested and develops the power of con- 
centration, 

3. There should be a definite, accessible place for the 
child’s toys and he should be taught to return them 
there when he has finished playing with them. It is 
important for blind people to have places for things 
and to learn to keep things in the right places. 

4. No single method can be used to show a blind child 
how to put a block in a hole or string wooden beads. 
He should be allowed to handle and explore the toy 
as he wishes. Furthermore, the child’s individual dis- 
position must be considered. He may learn by having 
his hands guided, he may wish to do it all by himself 
and solve the problem by chance or by persistent effort, 
he may be able to follow verbal instructions, or he 
may learn more quickly by working with another 
child, 

5. It may take hours of patience and hard work and in- 
genuity to teach the visually-handicapped child things 
that are quickly and easily imitated by the child with 
normal vision. 

6. Recognition of attainments and effort should be made 
in terms of the individual child. Honest praise for 
accomplishments and occasionally even special re- 
wards such as a walk, or outdoor play on his tri- 
cycle, or a story or the playing of his favorite records 


may be important inducements, 

7. There is excellent opportunity for speech develop- 
ment and improvement as the blind child learns 
through activity and new experiences. Speech handi- 
caps, more prevalent in blind children than in those 
with normal vision, need attention so that another 
handicap is not added to blindness. 

8. There must be continuous encouragement of the 
mother who will do almost all of the teaching in 
helping the child learn basic skills which are an 
important part of his early growth and development. 

It is important that all who are interested in 
helping the blind preschool child develop to his 
fullest capacity—parents, relatives, professional 
workers—remember that he is first of all a pre- 
school child with the normal needs, pleasures and 
emotions. As parents learn to help in the training 
of their child and share his joy in success their 
burden will be lifted and they will find in him a 
happy, delightful companion. 

EDUCATIONAL TOYS 

A few of the educational toys of the types suggested in 

this article are listed below. They may be purchased in 
most local toy or department stores or directly from the 
manufacturer, No attempt has been made to include large 
activity toys or play equipment. 
Infants—to 1-1/2 years 

Cradle Gym 

Cradle Spin 

Rain Rattles 

Baby Thumper 

Cradle Bounce 

3 Tone Plastic Balls 

Nesting Sound Tray 
Toddler—\-1/2 to 3 years 

The Pushaway 


Childhood Interests 
Childhood Interests 
Childhood Interests 
Childhood Interests 
Childhood Interests 
Playskool 

Holgate 


Childhood Interests 


Ducking Duck (pull toy) Holgate 
Rattle Trap Holgate 
Baby’s Color Post Holgate 
Bingo Bed Holgate 
Anniversary Blocks Holgate 


Preschool—3 to 4 years 


Color Xylo Childhood Interests 


Bang-a-Ball Playskool 
Round Peggy Ball Playskool 
Hard Wood Block Stacks Playskool 
Pump-a-Ball Playskool 
Knock-out-Bench Playskool 
Junior Floor Train Playskool 
Baby Beads Holgate 
Form Peg Wagon Holgate 
Preschool—+ to 5 years 
Color Bolt Holgate 
Puzzle Post Holgate 
Gadget Beads Holgate 
Activity Train Holgate 
Peg Boat Holgate 
Floor Train Holgate 
Jerry Blocks Holgate 
House that Jack Built Holgate 
Lacing Shoe Holgate 
Postal Station Playskool 
Super Freight Train Playskool 
Landscape Peg set Playskool 
Hammer and Nail Set Playskool 


Toy Town Peg Board 

Mechanic Bench Milton Bradley 

Judy Junior Puzzles The Judy Company 
(Continued om Page 155) 


Milton Bradley 
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THE ROLE OF THE DOG GUIDE IN THE 
FIELD OF REHABILITATION 


ELIZABETH L. HUTCHINSON, O.T.R. 
Vice-President, The Seeing Eye, Inc. 
Morristown, New Jersey 


Throughout the past hundred and eighteen 
years of organized work with blind persons in this 
country many aids have been devised to help them 
lead active and independent lives. One of the 
most recent innovations is the educated dog guide 
which was introduced into America in 1929. At 
that time The Seeing Eye in Morristown, New 
Jersey, was established. There were only a hand- 
ful of believers in the ability of the dog to serve 
as a guide for a human being but those believers 
spared no time or effort in proving that the dog 
not only gave freedom of motion to the individual 
but also helped to improve his morale and gave 
him confidence and a feeling of security compar- 
able to those who see (occupational therapy if you 
like). The educated dog becomes a substitute for 
sight and should be thought of as an appliance for 
those who can use it, just as an artificial limb or a 
hearing aid helps those in need of them. The 
great difference is that one is animate and the 
others are mechanical. 

There are certain facts that an occupational 
therapist should know so that she will not recom- 
mend a dog for a person unless it is going to be 
helpful to him. A dog guide is suitable for only 
certain types of blind men and women and great 
care should be taken in the selection of these men 
and women for the training. The dog guide 
should stand as a symbol of respectability and 
those desiring one should earn the right of owner- 
ship. It is not for the indolent, charity seeking 
person who assumes the attitude that the world 
owes him a living. Rather, it is for him who is 
employed or is determined to be, for the mother 
and the housewife who does not want to be de- 
pendent on members of the family; for some of 
independent means who from a standpoint of 
morale need the exhilaration of the animal and its 
accompanying independence. The youngster of 
college age has great need for independence and 
self-expression and also should be given the op- 
portunity. However, the child under sixteen years 
generally is too immature to accept responsibility 
of the dog. It must not be forgotten that the dog 
does not work like a machine and a successful 
unit evolves only when dog and man are willing 
to do their share of the work. The greater re- 
sponsibility, however, is with the master for it lies 
with him to make or break the partnership. 

The applicant should be physically and mentally 
fit with the ability to walk at the rate of three to 
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three and a half miles an hour and should have 
normal coordination and balance. If these two 
qualities are not present a person is unable to fol- 
low the quick turns and sudden stops the dog must 
make to guide safely and efficiently. Age can 
therefore be a disqualifying factor as the training 
is strenuous and generally men over fifty-five years 
old find the work too hard. This age limit is, how- 
ever, theoretical and occasionally older persons, if 
recently blinded and active, have qualified. Diseases 
which seriously impair the central nervous system 
generally make the applicant ineligible also. Total 
deafness is another disqualifying factor as thus far 
there has not been found a satisfactory way for 
such a person to work with a dog. 

It must be realized that it is kinder to refuse 
the right of an individual to take the training if not 
physically or otherwise fit than to pass him with 
the faint hope that he will succeed. Failure is too ~ 
devastating to the individual. In borderline cases 
where the person could be greatly helped and suc- 
cess might be possible, the applicant is given the 
benefit of the doubt. 

The Seeing Eye has a service to offer to those 
who want and are able to take advantage of it. No 
person should apply for a dog guide against his 
will as the resistance set up makes success almost 
impossible. Applicants may make direct applica- 
tion. Some are referred by physicians, social 
workers or employers. A number of college stu- 
dents have been advised by college deans to take 
the training in order to derive the greatest benefit 
from their college course. 

It was thought at one time that it was not 
practical to adjust a newly blinded person to a 
dog guide until he had learned to be blind. This 
philosophy was contrary to that of The Seeing 
Eye whose theory it was that there was no need 
to learn to be blind and that given independence 
of motion the individual could continue to lead 
very much the same kind of life that he enjoyed 
before loss of sight. It was, of course, granted that 
certain adjustments were necessary and new tech- 
niques had to be learned. The Seeing Eye believed 
that if the individual kept his mobility he could 
maintain all of his contacts with his sighted friends 
and his community interests, and often continue 
in the same field of employment or something 
closely allied to it. To prove or disprove this 
theory, The Seeing Eye accepted for training, 
several newly blinded persons who were referred 
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by ophthalmologists and one of the state agencies 
doing intensive research work in the field of the 
newly blinded. The outcome of this experiment, 
in 1932, resulted in newly blinded persons being 
given precedence for training. 

In the presentation of the dog guide movement 
to the public, The Seeing Eye has projected the 
right of a blind person to be considered as an in- 
dividual and has emphasized his capabilities. The 
educational process is slow, however, as the public 
has been taught to foster the handicap rather than 
to recognize remaining faculties. It is the common 
belief that blindness essentially makes human 
beings different. This conception is understandable 
for since ancient times the blind beggar in his rags 
was a familiar figure in public places. Today he is 
identified with his accordion and tin cup. Until 
recent years this was the blind person best known 
to the majority of people. 

In an effort to counteract prevailing attitudes 
and to help the blind person maintain a respected 
place in society as well as to recognize his own 
potentialities, The Seeing Eye established a basic 
policy pertaining to the students’ financial obliga- 
tion. It is the confirmed belief of the organization 
that charity will not give an individual freedom of 
spirit or encourage self-confidence and self-respect 
and that these character building qualities can only 
be acquired by a man’s participation in that from 
which he is gaining help. Therefore all who take 
training at The Seeing Eye are asked to assume 
the obligation of $150.00 as their share toward 
the cost of their adjustment. No individual or 
organization can relieve the student of this obliga- 
tion for if he is unwilling to accept it, he is apt to 
be unsuccessful with a Seeing Eye dog. Realizing 
that there are many deserving persons who cannot 
assume such an obligation at the time of training, 
arrangements are made whereby it can be cared 
for in small payments made when and as circum- 
stances will permit. Assuming this financial re- 
sponsibility plus the keen desire for a dog has 
been the incentive to many to show initiative and 
find work where there was formerly no desire. 

The only exception to this procedure is with 
those who lost their sight while members of the 
armed forces in World War II. The Seeing Eye 
extends its service without cost to them or to the 
government. 


It is necessary for dog and man to learn to work 
together under supervision and it is during this 
period that the foundation is laid for a partnership 
which can become a release to the individual if 
he will do his share. The full understanding and 
appreciation of the work cannot be realized, how- 
ever, until the master has returned to his home and 
daily living. The dog is a mental stimulus and a 
challenge to the individual to succeed which has 
often aroused in him a latent will-to-do and has 
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helped him to overcome the fear and loneliness 
which so frequently accompanies blindness. The 
benefit to health is of great importance as physical 
exercise is generally so lacking for blind persons. 
The picture would not be complete if mention 
were not made of the ensuing effect upon the 
master’s family, the community, and sometimes 
the state. The family finds independence also; the 
community learns that its blind member is able 
to function as one of them; and the state may 
be relieved of its financial obligation through the 
employment which independence of motion makes 
possible for the man. 

The dog guide cannot be thought of as a cure- 
all in any instance but it can become a rehabilita- 
tive factor in the lives of those who can and do 
use them. There are now more than 1100 men 
and women in the United States alone who have 
proved that with the aid of their dog they have 
been able to lead an active independent life. 
Lawyers, teachers, social workers, proprietors, 
business men, mothers, college students are a few. 
The dog guide movement is only one part of the 
general scheme of work with blind persons and 
it is only through the joint effort and cooperation 
of all in the field that progress can be made. 

Above all, let us never forget that blind persons 
are individuals and a cross section of the sighted 
world. 


THE SEEING EYE, INC. MORRISTOWN, N. J. 
QUESTIONS AND ANSWERS 


1. How many dogs has The Seeing Eye trained? More 
than 1,600 dogs. 

2. Are many breeds other than German Shepherd dogs 
used? Mainly German Shepherds, but Boxers and 
Labrador Retrievers are also used. 

3. Does The Seeing Eye breed its own dogs? Some dogs 
are received as gifts, others are purchased and some 
are bred at the school. 

4. Are only female dogs used? Both males and females 
are used, 

5. At what age are the dogs trained? At approximately 
14 months. 

6. What happens to the dog when the master dies? 
They are sometimes placed with new masters; some- 
times remain with the family, depending on age of 
dog and circumstances. 

7. What do you feed the dogs? Raw meat, dog biscuits 
and bones. 

8. How do you train the dogs? In brief, the dog must 
be first taught obedience; that is, to obey the com- 
mands of his master. Then he must learn intelligent 
disobedience; that is, to disregard the master’s com- 
mands and, upon his own initiative, find another safe 
solution. The training of the dogs is a science de- 
veloped over years of experience both here and 
abroad. As it takes four years to teach an instructor 
in this technique, it is obviously impossible to explain 
it briefly. 

9. How long does it take to traim the dogs? About 
three months. It takes one month to adjust the blind 
master with the dog. 

10. Dose the blind master train his own Seeing Eye dog? 
No. Seeing Eye dogs are trained by seeing instructors 
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12. 


14, 


15. 


16. 


19, 


20. 


21. 


22. 


23. 


24. 
25. 


who have been especially educated to do this exact- 
ing work, 

Are Seeing Eye dogs supplied to blinded members 
of our armed forces? On December 8, 1941, the 
Board of Trustess adopted a resolution stating that 
it would from that day, at no expense to the Federal 
Government, provide Seeing Eye dog guides for 
eligible persons who as members of the Armed Forces 
of the United States, lost their sight in line of duty. 
The Seeing Eye has supplied more than 150 dogs to 
members of our Armed forces. 

How much does a dog guide cost? 

Maximum amount paid by a blind person for his 
first dog, his equipment and his board and lodging 
for a month’s stay at the School is $150. The Seeing 
Eye spends several times the amount on the education 
of each man-dog unit. Subsequent adjustment is 
only $50, if the graduate has carefully fulfilled the 
standards governing The Seeing Eye Service. There 
is no charge to eligible members of our Armed 
Forces who lost their sight in line of duty. 

Can anyone get a dog? Due to age, physical dis- 
abilities, or other handicaps, not all blind people can 
use a dog guide. The Seeing Eye selects its students 
according to adaptability, character, physical capa- 
city, and the desire to get ahead. No one has ever 
been refused a Seeing Eye dog because of lack of 
funds, 

Is it true that Seeing Eye dogs may be obtained by 
saving match folders, cellophane strips, tinfoil, or 
other salvage? It is not true. 

How does a blind person secure a dog? 

By applying to The Seeing Eye, Inc., Morristown, 
New Jersey. 

Do any women have dog guides? 

Yes. About one-fourth of Seeing Eye graduates are 
women. 

What type of work can these blind people do? Our 
graduates alone are working in early 100 occupa- 
tions, such as: newspaper reporters, teachers, lawyers, 
insurance agents, osteopaths, musicians, factory work- 
ers, piano tuners, typists, newsstand operators, clergy- 
men and social workers. 

What is the average working life of a dog? 

There need be no retirement because of age for a 
Seeing Eye dog. Some graduates have worked with 
their dogs ten, eleven and twelve years. 

What happens when the dog dies? 

The master returns to the School to be adjusted to 
another dog. 

How does the dog know where the blind man wants 
to go? The master knows his city and directs the 
the dog by the commands of “right,” “left” and 
“forward.” In a strange city the master does just as 
the sighted person does—asks his way, and his dog 
guides him, 

What is the greatest difficulty dog guide owners en- 
counter? Public interference—to take hold of or 
otherwise distract either man or dog, leads to con- 
fusion and disrupts their smooth functioning. 

Do you know that the dogs are well treated after 
they leave the School Nobody who it not tempera- 
mentally suited to handle a dog properly is permitted 
to return home with one. The School remains in 
touch with all its graduates. 

Do the dogs like their work? 

Yes. From the dog’s point of view it is not work— 
just fun, 

Where is the School located? Morristown, New Jersey. 
How long has The Seeing Eye been in existence? 
It was founded in January, 1929. 
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26. Does The Seeing Eye receive State or Federal Aid? 
No, 

27. How is The Seeing Eye supported. The Seeing Eye 
is a philanthropy and is supported by annual mem- 
berships and gifts. It is important that contributions 
keep pace with demand for our service. 

28. Is The Seeing Eye a local or a national organization? 
The Seeing Eye is a national philanthropic organiza- 
tion and has provided dog guides to blind people in 
every State in the Union, Puerto Rico and Hawaii. 

BIBLIOGRAPHY 
Chevigny, Hector. “The Dog as a Travel Aid,” Blind- 
ness, Princeton, N. J.: Princeton University Press. 
Ebeling, W. H. “The Guide Dog Movement,” Blindness. 

Princeton, N. J.: Princeton University Press. 

Hartwell, Dickson J. Dogs Against Darkness. New 

York: Dodd Mead Co. 

The Newly Blinded. Morristown, N. J.: The Seeing 

Eye. 


Educational Toys 
(Continued from Page 152) 


Suggested Readings 

Lowenfeld, Berthold, Editor. The Blind Preschool 
Child; a collection of papers presented at the National 
Conference on the Blind Preschool Child, March 13-15, 
1947. New York, American Foundation for the Blind, 
1947, 148 p. $2.00. 

Speer, Edith L. 4 Manual for Parents of Pre-school 
Blind Children. New York, 1947, 20 pp. (May be ob- 
tained from New York Association for the Blind, 111 East 
59th St., New York 22, N. Y., 10c¢ per copy). 

Stern, Edith M. and Castendyck, Elsa. The Handi- 
capped Child, “A Guide for Parents.” New York, A. A. 
Wynn, Inc. 1950. 179 pp. $2.00. 

Totman, Harriet E. “Playthings for Blind Babies.” Re- 
printed from the Outlook for the Blind and the Teachers 
Forum. Vol. 36, No. 5. Dec. 1942. New York, American 
Foundation for the Blind, + pp. 10c. 

Van den Broek, Gertrude. Guide for Parents of a Pre- 
school Blind Child. New York, 1945. 48 pp. (May be ob- 
tained from Commission for the Blind, New York State 
Department of Social Welfare, 205 East 42nd Street, New 
York, N. Y., 15¢ per copy). 

Zahl, Paul A. Blindness. Princeton University Press, 
Princeton, N. J., 1950, 576 pp., $6.00. . 


Toy Manufacturers: 
Childhood Interests, Roselle Park, New Jersey 
Holgate Toys, Kane, Pennsylvania 
The Judy Company, Minneapolis, Minnesota 


Playskool Toys, 1750 North Lawndale Avenue, Chi- 
cago, Illinois 
Milton Bradley, Springfield, Massachusetts 


Did you know .. . that among the foreign cities 
in which your magazine is read are Rio de Janeiro 
. . . Buenos Aires . . . Reykjavik (Iceland) .. . 
Killarney ... London... Oslo.. Stockholm... 
Copenhagen ... The Hague .. . Liege . . . Vienna 
... Geneva... Milan . . . Umfolozi (Zululand) 
... Jerusalem ... Bombay . . . Dhonburi (Thai- 
land) . . . Melbourne . . . Tokyo . . . and even 
Moscow, USSR! 
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INDEPENDENT FOOT TRAVEL FOR THE BLIND 
WITH THE USE OF THE CANE 


NORMAN GRIGGS 


The purpose of this paper is to describe the use 
of the cane and the technique of handling it in 
such a manner or prescribed fashion as to be ad- 
vantageous or helpful to the individual blind per- 
son in his attempts to travel alone. It is written 
mainly for guidance of those under the instruction 
of the author and as a reference to which they 
may turn after his departure. It is not intended as 
a plan by which blind persons can learn to use the 
cane without the aid of an instructor, but it could 
conceivably be used as such. However, there are 
more detailed writings in the literature for the 
blind which would better serve this purpose. 

Let it first be understood that there is no satis- 
factory substitute for sight. The substitutes we 
have to offer the blind are only the best of our 
very inadequate stock. Many and varied devices 
are available and much literature concerning them 
has been compiled in the libraries so any discus- 
sion about them here would be irrelevant. From 
these devices and aids the blind must choose the 
one best suited to his individual needs. 

Futhermore, we shall here be concerned and 
deal exclusively with the use of the cane as an aid 
to independent travel. We shall in relation to this 
be concerned with the part the instructor plays in 
the individual’s training period. It has been 
pointed out that one of the main jobs for the 
instructor is to find out what the trainee wants 
and help him to secure it for himself. It is not the 
duty of the instructor to make decisions for the 
blind, but to help him in making his own. Some- 
times the instructor will fall into the habit of 
doing things for the blind person because it is 
easier, rather than helping by teaching him how 
he can do it for himself. If he is to become in- 
dependent in his travel our best help will take 
the form of teaching him how to do for himself. 
Don’t expect miracles, the road is a long, hard one, 
but other instructors before you have had success 
in helping to pave this road for other blind people. 
Your competence and training will determine the 
amount of help you will give. Your best tools 
aside from your training will be those of common 
sense, a proper attitude and a feeling of responsi- 
bility towards your job. 

It should be common knowledge that the other 
senses of a person do not automatically become 
keener with the loss of sight, but that more at- 
tention is given to the others and the blind learn 
to interpret certain cues in ways which differ from 
the average person. One should expect nearly the 
same reactions from the blind in all experiences 
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which do not require the use of sight as one would 
expect from a normal seeing person under the 
same conditions. 

The shortest road to success is usually preceded 
by a good foundation and a proper beginning. For 
a proper beginning we start with the individual, 
not with any plan or set of techniques. It is im- 
portant first that we have the outlook that each 
person is an individual and that we accept him 
for what he is. 

We must consider his background, his _per- 
sonality and temp. :ament. We need to take into 
consideration his physical condition, other handi- 
caps he may have, his family, surroundings and his 
attitude towards his blindness. His native abilities 
as well as the age at which he lost his sight and 
the length of time he has been blind will all have 
a bearing upon how we handle each individual 
person. 

Since our particular concern is with that of 
traveling we must consider his need to travel and 
his attitude towards travel. To what extent he 
needs to travel will depend upon how much it is 
necessary for him to get around obstacles, to work 
in public industry and travel back and forth from 
home to his place of employment. We must also 
think of the motivation he may have, whether or 
not anything is demanded of him or whether he is 
dependent upon his family, friends, porters, con- 
ductors and other people to whom he is free to 
turn for aid. 

In this instruction plan we are not forcing any 
one set of travel techniques which is to be followed 
to the letter, but we are giving a frame of refer- 
ence in which the instructors may work and at the 
same time giving each instructor full freedom in 
developing his own ideas which may contribute 
to the blind individual’s training and progress. 

The instructor should show an informal attitude 
in his approach until the proper rapport is 
achieved. Following this initial phase should come 
a gradual withdrawal on the part of the instructor. 
By this withdrawal and the assuming of a more 
formal attitude the instructor forces the blind 
person to become more independent and at the 
same time gives the individual’s own personality 
an opportunity to come to the fore and assert itself 
instead of being subordinate to that of the in- 
structor. In much the same way the instructor en- 
courages initiative on the part of the individual. 

For independent travel to be developed in its 
fullest usefulness the blind person must develop 
a general alertness and concentration on interpre- 
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tations of sounds and physical cues. One of the 
early developments for successful independent 
travel by the blind is to remember where he is 
going and where he has been. He must always 
have a general awareness of his position in relation 
to his objective. 

When staritng to train a blind person in the use 
of the cane we are generally confronted with a 
ceftain amount of misgivings, apprehension or 
active objection on the part of the individual. It 
is not fair to tell them they will be unnoticed in 
public because a blind person with a cane will 
nearly always be recognized as such, but if it is 
used in a well-directed and mannerly fashion the 
attention from others will be in the form of ad- 
miration for the way in which he handles himself. 
Many blind persons, once they discover the ad- 
vantages of a cane, will soon forget the disad- 
vantages. 

One of the first steps in travel is to give some 
motivation, some reason to move about; this will 
be followed by confidence that he is able to move 
about on his own. As he becomes more able to 
get about the confidence in himself will gradually 
replace the “crutches” upon which he now leans. 

There are many and varied types of canes now 
on the market. The selection of the type of cane 
will depend largely upon the individual himself. 
However, regardless of the type of cane used one 
should be selected which is of proper length and 
weight for the intended user. The length especially 
should be given careful consideration. One satis- 
factory means of determining the proper length of 
cane is to have the arm hanging naturally at the 
side and then, with the upper arm remaining fixed, 
raise the forearm until it is parallel to the floor; 
the distance from the forearm in this position to 
the floor is approximately the proper length of 
cane for that particular individual. 

In order to become well adapted to travel with- 
out sight the blind must learn to wark in a com- 
paratively straight line. Usually this is accom- 
plished only through practice. Only rarely will 
we meet a person who seems to walk in a straight 
line without any conscious effort on his part. It 
has been suggested by other authors that a wall or 
fence be used as a guide when a person is begin- 
ning to learn to travel alone, but this is unneces- 
sary when the blind person is learning to travel 
with an instructor. To help his trainee in his en- 
deavor to walk in a straight line the instructor 
should carefully study the individual’s mode of 
walking. Many people walk with one foot point- 
ing outward to the left or right side of the body 
more than the opposite foot. When he is un- 
conscious of this fact the blind person has a tend- 
ency to veer off to one side or the other. This is 
often corrected merely by bringing his manner of 
walking to his attention. Another common habit 
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is that of taking a longer stride with one leg than 
with the other, this will force a person to deviate 
from a straight line. This, too, if brought to the 
attention of the individual concerned is often cor- 
rected by concentration and practice. Another im- 
portant aspect is that of getting the trainee to 
relax. This is necessary if proper balance and 
poise are to be gained. By being relaxed the in- 
dividual is also able to stop more quickly if he 
suddenly finds himself confronted with an obstacle. 
He will also be able to “roll” his body with the 
impact of an object and will suffer less serious 
bruises. 

When the instructor has an understanding of 
the trainee’s needs and background he is then 
ready to begin his instruction in the use of the 
cane. When the trainee is first given his cane he 
must be instructed as to the proper way in which 
the cane is held while traveling. The cane should 
be grasped just below the crook with the hook in 
a downward position. Some persons seem to have 
better control over the cane by placing the index 
finger pointing downward along the cane. With 
the cane held in this fashion that part of the fore- 
arm just below the elbow should be placed so it 
is resting gently against the top of the hip-bone 
and the hand holding the cane should be held so 
that it is nearly in the center of the body. With 
the arm in this position the cane should be held 
so that it is extending slightly outward and down- 
ward, being held diagonally across the body at such 
an angle that the width of the body is spanned by 
the cane, with the lower tip of the cane just clear- 
ing the ground or pavement. This position of the 
cane we shall refer to as the “normal position.” 

When the cane is held in the normal position 
the body is protected from nearly all obstacles ex- 
cept those which hang overhead and those which 
are low enough to escape detection by the tip of 
the cane toward the right side of the body. (If the 
cane is being held in the right). 


From this position the action of the cane is 
directed by use of the thumb and forefinger. By 
flexing the wrist the cane is moved back and forth 
in an arc before the user. As the cane reaches the 
outer limits of the body’s width it is touched or 
tapped lightly to the ground on each side. It is 
important here to stress the use of only a light 
touch or tap. Do not permit the user to “hammer” 
the sidewalk. Nor is he to be permitted to swing 
the cane forcefully from side to side; instead a 
smooth, graceful and gentle back and forth motion 
is preferred and desirable. The feeling of the 
cane touching the ground and the sound it elicits 
is to be noted by the trainee as indicative of the 
type of terrain upon which he is walking. 

When the trainee fully understands the proper 
method of holding his cane and knows the cor- 
rect way to move it from side to side to protect 
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his body while he is in motion he is then ready 
to begin his first independent walking with the 
cane. 

Let us suppose the individual is going to step 
off with his right foot first and continue from there. 
The proper method is to swing the cane from the 
normal position to the right, touching the ground 
ahead of where that foot is going to be placed 
when taking the step. As the right foot is moved 
forward the cane is swung to the left making sure 
there is a clear space for the left foot in the same 
manner prescribed for the right foot. This pro- 
cedure is then continued in a rhythmic fashion, 
each swing of the cane giving the user an indica- 
tion that the place is clear before he takes the next 
step. 

It is important here to make sure the trainee 
does not raise the cane too high from the ground 
when moving it from side to side, and also that he 
moves it sufficiently far enough to each side to 
protect the entire width of the body. If the cane 
is swung wide enough the user will not be bump- 
ing his shoulders on mailboxes and lightposts. The 
instructor should pay careful attention to the pro- 
cess by which the trainee moves the cane, making 
sure the cane is moved not with the whole arm, 
nor even the forearm, but by wrist action alone. 


Thus far we have our trainee merely walking 
in a straight line. The next is that of teaching him 
what to do when confronted with an object, a 
manhole or a curb. When the blind person en- 
counters an object with his cane and brings him- 
self to a halt a two-fold problem arises. First he 
must discover something about the nature of the 
object, its size, shape and what it is. Secondly he 
must find out how he can circumvent the obstacle 
so he can safely resume his journey. 

When the object met is a pole, mailbox or 
similar object the person need only stop and probe 
the object with the cane to determine its width and 
then walk around it. This probing is done with 
the cane, not the hands, and is accomplished in as 
noiseless and unnoticeable a manner as possible. 
After making sure the way is clear, he proceeds on 
his way. It is to be noted here that when the 
person comes in contact with an object he does 
not readily shift his direction of travel toward 
another point, but instead he stops and probes 
the object and pathway to be sure his further path 
is clear. It is also important for the trainee to 
learn to stop and remain fixed in his position while 
searching for an alternative route around an ob- 
ject. This is very important for it helps him to 
maintain his sense of direction and orientation to 
his surroundings. It is also an excellent suggestion 
that he always pass to the inside of the poles, park- 
ing meters and other obstacles along a sidewalk— 
the side away from the street. This is better than 
passing to the outside because all such objects on 
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most streets are placed near the curbing. To pass 
on the outside is inadvisable because of the danger 
of stepping off into the street or hitting a parked 
car. Passing to the inside will also tend to carry 
the person’s line of travel away from the succeed- 
ing obstacles of the same nature along the curb. 

When the trainee encounters an object such as 
a rise, a step upward or a curb he should be taught 
to raise his arm holding the cane in the normal 
position and measure the height of the step with 
the tip of the cane. Then he should probe the next 
step ahead to see if there are any more steps. Once 
the height is determined it is possible for him to 
take the step in a normal manner without tripping 
or overstepping the height. This same procedure 
of stopping, measuring and probing can be ap- 
plied when the trainee encounters a step down- 
ward. 

We now have our trainee able to walk along 
the sidewalk and successfully wend his way 
through the maze of parking meters, mailboxes, 
lightposts, rises and falls in the terrain and other 
obstacles which dot his course. The final and most 
difficult stage of travel is now to be taken into 
consideration. What about crossing streets? The 
degree of success he has in overcoming this obstacle 
is dependent largely upon two factors. The first of 
these is his ability to get himself started across the 
street at right angles to it and secondly it de- 
pends upon his ability to walk a straight line. 

Upon approaching a street which he wants to 
cross, the trainee will find that his cane dips down 
over the curb. At this point he should stop before 
stepping down into the street. Again it is im- 
portant to stress that he not change his direction 
after stopping at the edge of the curb. 

Preparatory to crossing a street the cane is held 
in the normal position. It is held in this manner 
from the time he leaves one curb until the opposite 
curb is reached. There is no swinging, probing or 
tapping action while the street is being crossed. 
When the traffic is clear or stopped and the cane 
is in normal position the trainee is ready to start 
across the street. It is important here to stress the 
necessity of keeping the tip of the cane just clear 
of the street for if the cane tip is too high it will 
not contact the opposite curb and the trainee will 
trip over it upon his arrival there. When crossing, 
the trainee should be instructed to quicken and 
shorten his steps and move rapidly across. If the 
instructor finds the trainee tending to veer off his 
course and going out into the street parallal to his 
course then it is wise to instruct the trainee to de- 
liberately walk a little more to the left or right, 
as the situation demands, when crossing streets. 
With practice he will soon learn the best way for 
him to cross. It sometimes is a help to have the 
trainee step off the curb and place both heels 

(Continued on Page 174) 
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WORK TESTING FOR THE BLIND 


ANNE L. STEVENS, O.T.R. 


The blind form a category of the handicapped 
which has been sheltered and pitied probably more 
than any other single group with disability. Re- 
cently, however, progressive workers with the 
blind have been classifying the blind as just an- 
other group of disabled people, no more to be 
pitied and subsidized than the deaf, tuberculous or 
crippled. In order to bring the blind up to this 
proper classification and to assure them of their 
place in the competitive industrial world, one must 
know of what they are capable—as individuals, 
not as a group. It should not be necessary to con- 
fine a blind person to a career of braiding, weaving, 
fringing, or caning activities any more than it is 
necessary to confine a paraplegic to watch repair or 
a cardiac to accounting. All disabled persons, the 
blind included, should be classified vocationally 
according to existing abilities, not according to dis- 
ability. All should be accepted according to in- 
dividual skills, should be trained according to in- 
dividual potentialities, and should be placed ac- 
cording to their individual capabilities. 

In order to realize the application of this phil- 
osophy, we must know what the individual can do, 
in what field he can compete with sighted workers 
on their own level, how he can fit into an eco- 
nomic scheme where his blindness will cease to 
be any more of an industrial handicap to him than 
a sprained ankle is to the average clerical worker. 
The problem becomes, then, to evaluate the work 
ability and potentialities of each blind person as a 
person. To do this, he must be measured against 
the competitive industrial standards prevalent in 
his own community. In this evaluation there can 
be no allowances made for the fact that he is 
blind. If he fails to measure up to the particular 
production rate of a particular job, he has failed 
that job as a worker, not as a blind man, and 
should therefore be tried on another job, still 
against standard production rates. Some blind are 
mechanically skilled, some show great talents for 
organization and systematizing, others are good 
machine operators or dictaphone operators. Each 
has his own list of talents, just as each sighted 
person does, and it is our job to discover these and 
to direct him in their development. 

The Rochester Rehabilitation Center has in- 
corporated work evaluation for the blind into its 
program. So that the evaluation program may be 
seen in its proper light, let us consider the total 
blind program at the Center. In 1948 the Center 
admitted its first blind patient for evaluation. This 
step was taken cautiously and after much con- 
sideration. It was the feeling at that time that 
the blind could be evaluated, trained, and treated 
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under the same conditions as people with other dis- 
abilties. It was our desire to adjust all disabilities 
to the non-disabled world, and we saw no reason 
for the blind to be handled differently. We took 
this step cautiously because we were afraid that 
we might be wrong. But the original guinea pig 
and the numerous blind clients that have followed 
have justified our theory and made it a fact. Our 
philosophy continues to be a sighted one. We have 
adapted no machines, adjusted no floor plans, and 
in short made no allowances for visual impairment. 
The blind client enters as does the orthopedically 
impaired, the cardiac, or any of the other classi- 
fications. He is the person who adjusts and learns 
to adapt himself to the sighted environment, just 
as does the paralyzed client learn to adjust to the 
able-bodied environment. In order to maintain the 
“sightedness” of the agency, we have limited the 
number of blind clients in training at one time. 
They mingle with all other disabilities, learn to 
associate with all types of persons. We have found 
it of mutual benefit in its broadening effect and in 
its development of more wholesome attitudes to- 
ward all disabilities, as well as the one particular 
to them. 

All departments of the Center take part in the 
blind program. They all work with the common 
goal in mind—that of making the individual as 
self-sufficient as possible, of giving him a maxi- 
mum adjustment to the so-called “normal” world, 
Since blindness is our point of discussion, the func- 
tion of the Center will be explained from that 
aspect, without further reference to the program 
for the other disabilities. The departments are 
those of occupational therapy, physical therapy, 
work evaluation, and field service. The contribu- 
tion of each to the blind program will be deline- 
ated in turn. 

Upon admission, the apparent needs of the 
client are evaluated and a temporary program is 
outlined. His time in each department varies de- 
pending upon his needs. Very few of the clients 
have needed the service of all four departments, 
but most are seen in at least three. 


The occupational therapy department, working 
with crafts and common tools and utensils, works 
toward building up finger dexterity, coordination, 
self-care activities, and training in script. Many of 
the newly blinded need intensive help in develop- 
ing dexterity and in training the left hand to “see” 
the work as the right hand does the work. This 
also is true, but to a lesser degree, of the clients 
who have been blind over a period of years. Self- 
care training is heavily stressed in this agency 
since it is an unfortunate truism that “looks” often 
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make the person, especially in an employment in- 
terview. For men must be able to shave, the 
women must be able to fix their hair neatly. 
Clothes are inspected and suggestions for avoiding 
hazards such as gravy spots are made. If a person 
has no system of closet organization, she must be 
dependent upon her family for dressing so that 
the proper scarf is worn with the proper dress, or 
else take a chance on her colors matching. For 
this reason dressing activities, tie tying, and other 
wardrobe helps are given. Eating habits are in- 
vestigated and suggestions made, if necessary, to 
overcome the obstacles presented to a blind person 
by a social meal. The morale of one of our blind 
women was given a tremendous lift through the 
simple expedient of teaching her to apply make- 
up. The occupational therapists try to evaluate 
these personal needs of each individual and supply 
whatever lack there may be. In addition, it is at- 
tempted in this department to teach each client 
his script signature. It has been found that the “X 
—his mark” signature is humiliating to many, 
and the accomplishment of a script signature is a 
source of keen satisfaction as well as proof posi- 
tive that they can adjust in still another way to 
the sighted world. 


Physical therapy was not used at first with our 
blind clients, because the need for the physical 
modalities of exercise and coordinative training 
was not apparent until we had become familiar 
with those we were training. We have found, how- 
ever, that postural exercises are invaluable in com- 
bating the blind slump that is often present. 
Straight pulley exercises for developing little-used 
muscles are of great physical and psychological 
benefit to many of the men. Training in both co- 
ordination and gait are valuable and almost es- 
sential preliminaries to training in cane travel. Poor 
posture and a shuffling gait are detrimental to 
speedy assimilation of good cane techniques, and 
our physical therapists contribute much to the 
program by eliminating these factors. 

The work evaluation section constitutes the pre- 
vocational department of the Center. Here the 
client is evaluated on a vocational scale, against 
the prevalent industrial standards. The evaluation 
is made by observing the client’s approach to and 
production on actual industrial operations. It is 
impossible to have in one shop examples of every 
type of work, so the jobs have been chosen as 
representative ones, ranging from very unskilled 
types up to the skilled trades level. Work in this 
section is supervised by an industrial foreman, as 
well as by a therapist. If a client fails on one type 
of operation, he is tried and retried on others until 
his particular level and area of ability is found. 
His competition is always against sighted workers 
and normal production rates, and his evaluation is 
made in the light of these standards. To supple- 
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ment the job tests and as further training media 
for particular dexterities or skills, functional tests 
are given in bi-manual coordination, tweezer 
manipulation, sensory and tactile perception and 
other specific areas. Facilities are also available 
for the administration of intelligence, personality, 
vocational preference, and scholastic achievement 
tests. During the period in the work evaluation 
department, evaluations are also made of their 
adaptability, ability to adjust to personnel and 
work, and all the other more or less abstract quali- 
ties that make up a person’s employability. Train- 
ing in standard operational techniques and in work 
habits are important phases of this program. 

The field service department of the Center has 
the responsibility for training in cane travel where 
such training is indicated. The person is first 
taught the building and the grounds, and eventu- 
ally with his cane is taught to come to and from 
the Center by bus. The final step is to assign the 
trainee to take the therapist to a destination which 
is strange to him and involves at least one bus 
transfer. He is responsible for making all plans 
for the trip, finding out the proper route, and 
getting himself and the therapist both to and 
from the destination. It is definitely not recom- 
mended that every trainee be given this course, 
and even after he has begun it, he is not assured 
of being given a cane unless the Center staff is 
certain that he is competent to use it. This de- 
partment extends its services to the home of the 
client, or to his school or place of work, if it is 
felt that he needs some assistance in learning a 
strange route or building. 

All of the blind clients at the Rochester Re- 
habilitation Center have come to us from the 
vocational rehabilitation service of the state of 
New York, and it is to that agency that our prog- 
ress reports are submitted. At the end of the 
client’s program (which ranges from three to six 
weeks and may be extended if necessary), the 
client returns to his supervising rehabilitation 
counselor, to whom our recommendations for 
further training or placement are made. 

The foregoing has been a description of one 
agency’s solution of the work test problem. Others 
will of necessity and in the interest of practicality 
set up different over-all programs. The important 
goal, however, is the close approximation of job 
situations. Testing should be done on actual jobs, 
preferably those obtained from local industries and 
set up on factory systems. These production jobs 
may be bench assembly, packaging, sorting, inspec- 
tion, small tool operations, manual operations, and 
machine jobs. They should be representative of 
skilled trade operations as well as unskilled types 
of work such as sanding and counting. This neces- 
sitates the presence of an experienced shope fore- 
man who can make the proper contacts to obtain 
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these jobs and who will be able to supervise them. 
In addition to this, any job testing department 
should have their typewriters, adding machines, 
and file boxes for the clerical try-outs, their in- 
dustrial sewing machines, and a program flexible 
enough so that other types of work may be added 
as occasion demands. Each job should be taken 
as a representative operation and not as an end in 
itself. To elaborate—success in a particular situa- 
tion should not categorize an individual as a drill- 
press operator, for example, but should rather in- 
dicate to the examiner that he possesses a certain 
degree of precision, a certain amount of standing 
tolerance, the necessary ability to set up his ma- 
chine, and the judgment to operate it and take care 
of such varying factors as depth of cut and place- 
ment of stock. 

In addition to observation of actual job skills 
it is necessary also to determine work habits, toler- 
ance for work, and ability to mix with shop or 
office personnel. The blind as a group have long 
been over-protected, both by their families and by 
society. As a result, the counselor needs to know 
before any attempt at placement is made whether 
the blind individual is personally capable of ad- 
justing to an unsheltered situation. Will he be 
able to get along with and be accepted by sighted 
individuals? To answer this, one must determine 
his degree of independence, whether he is capable 
of taking care of himself, of transporting himself, 
or of hiring his transportation to and from work. 
What degree of judgment and initiative does he 
possess, what degree of job versatility is present, 
and does he negate his blindness or lean upon it? 
These observations are all clearly and significantly 
made during the three to six weeks of job testing. 
His worth as an employee, his particular skills and 
aptitudes, and his training potentialities are easily 
observed by the evaluator during this time. His 
personal grooming, his sense of direction, his 
ability to travel about the room and the building 
by himself are also evaluated. If there is a need 
for training in this field, such a program could be 
carried out during the testing period to determine 
whether he can reach the degree of independence 
that is necessary for placement in the economic 
world. 


During the testing program it has been dis- 
covered that one must be prepared to train, to a 
certain degree, in order to evaluate. For example 
if a blind girl is sent in with the tentative plan of 
going into training as a dictaphone operator, pro- 
viding the results of the evaluation indicate feasi- 
bility, it is often necessary to train her in the rudi- 
ments of typing in order to determine whether she 
has the necessary ability to assimilate a formal 
course in an accredited business school. In the 
same way, One must often train the blind novice 
in industrial methods and techniques in order to 
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ascertain his ability to adhere to them and attain 
industrial standards. 

The occupational therapist should play an im- 
portant role in any work testing program. It 
should be up to her to observe and evaluate dur- 
ing the entire process. She should handle much 
of the orientation and training program, as well as 
continue the preliminary training in the industrial 
situation and observe its carry-over. She and the 
shop foreman should work together in teaching 
the industrial techniques and work habits. It is 
up to her to be aware of vocational requirements 
and job standards and to interpret to placement 
officers (whether they are industrial men or the 
counselors at referring agencies) the findings of 
the program and the needs as well as abilities of 
the client. She should be able, through her obser- 
vations in the industrial shop, to indicate the area 
and level of skills, the need for training (academic, 
trade, or personal) and, in general, to evaluate 
and summarize the effectiveness of the total pro- 
gram as well as of the test situation. 


POST GRADUATE CEREBRAL PALSY 
IN-TRAINING SERVICE COURSE 


Starting February 4, 1952, The Coordinating 
Council for Cerebral Palsy in New York City, Inc., 
in cooperation with the College of Physicians and 
Surgeons, Columbia University, will offer a three 
month in-training service cerebral palsy course for 
qualified occupational therapists. Previous cerebral 
palsy experience will not be required. 

The course will include didactic lectures on the 
medical and psycho-sociological aspects, together 
with multi-professional seminars once a week. Four 
full days a week will be spent under qualified 
clinical supervision, on a rotating internship basis, 
in the diagnostic and treatment clinics in and about 
Greater New York. 

A professional statement of completion will be 
granted by Columbia University upon satisfactory 
conclusion of the three months course. 

Tuition for the course is $250, the dates for 
which are February 4 to May 2, 1952. Tuition of 
the above course may include, for accepted candi- 
dates, if desired, attendance at the two weeks Cere- 
bral Palsy Institute immediately preceding the 
course, January 21 to February 1. Full information 
and application blanks can be obtained from Miss 
Marguerite Abbott, Executive Director, The Co- 
ordinating Council for Cerebral Palsy in New York 
City, Inc., 270 Park Avenue, New York 17, New 
York. 


Convention Dates: Sept. 11, 12, 13 
Wentworth-By-The-Sea, 
Portsmouth, N.H. 
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VOCATIONAL REHABILITATION FOR THE 
BLIND IN PUERTO RICO 


MARIA ISABEL PONTON, O.T.R. 


Specialist (Blind) Vocational Rehabilitation 
Puerto Rico 


Previous to the year 1946 the training of blind 
persons constituted a vicious circle without an 
open door leading to employment. Only a few 
blind persons could be trained and were able to 
secure employment in special schools for the 
blind. 

On October 10, 1946, through the cooperation 
of the war emergency program of the insular 
government and the Lions Clubs throughout the 
Island, the vocational rehabilitation division estab- 
lished the first industrial workshop for the blind 
in Rio Piedras, Puerto Rico, for the purpose of 
providing blind persons with remunerative em- 
ployment. The shop started with twenty-three 
blind persons. The articles manufactured were 
sold and the money refunded to the emergency 
porgram, who in turn paid for the labor. How- 
ever, the funds provided by this insular agency 
only lasted until May, 1947. After this date, the 
shop continued functioning through donations and 
activities carried out by the Lions Clubs in the 
Island. 

During the 1948 session of the insular legisla- 
ture, a bill was passed and signed by the Honorable 
Governor of Puerto Rico, entitled “For the social 
economic rehabilitation of the blind of Puerto Rico 
through the creation of opportunities for remun- 
erative work authorizing the Board for the Vo- 
cational Education of the Department of Education 
to create a Public Corporation therefore, and ap- 
propriating the sum of twenty-four thousand 
($24,000) dollars for the effectuation of the pur- 
pose of this Act.” 

The shop thus established under the public 
corporation, known as the “Industries for the 
Blind of Puerto Rico,” is now able to give re- 
munerative work to thirty-five or forty blind per- 
sons. Besides, the shop is being used as a training 
center. 

Placing the blind in outside industries is rather 
hard in Puerto Rico. This is largely due to the 
fact that work with the blind is comparatively new 
in the Island and the public is not yet aware of 
the fact that sightless persons can work satisfac- 
torily among the sighted. Besides, the Island is 
mostly an agricultural country, and although a 
very big industrialization program is already under 
way under the present government regime, the op- 
portunities are rather scarce yet for the blind 
people. There is much work to be done in the 
Island in regard to having employers use blind 
persons in industry. 
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Not all of our blind population belong to the 
group that must turn to jobs in workshops as a 
source for their sustenance. Several blind persons 
have been or are being trained by the vocational 
rehabilitation division at the University of Puerto 
Rico in various fields such as law, social work, and 
teaching. One man who was blinded as an adult 
and was not at that time a high school graduate 
has since then completed high school, college, and 
will this year complete law school in the face of 
keen competition. 

All the students pursuing college education feel 
that the world does not owe them a living merely 
because of their physical handicap; they want to 
become self-supporting. They are men and women 
with their minds set on the idea of showing Puerto 
Rico what the blind can contribute to society. 

The blind differ among themselves as much as 
is the case among normal persons. There are 
differences in mental status, physical health, home 
environment, temperament, social heredity and 
most of all in age at loss of sight. Therefore, some 
of our clients are not interested in industrial train- 
ing or are not capable of attending schools of 
higher education. For this group the semi-profes- 
sional employment and some of the arts (such as 
pottery) frequently offer a most satisfactory solu- 
tion. 

As an example, through the efforts of the voca- 
tional rehabilitation division new training and em- 
ployment opportunities for the blind in Puerto 
Rico have been opened up in beauty parlors, 
massage establishments and hand pottery shops. 

On July 1, 1950 the Vocational Institute for 
the Adult Blind which was formerly under the 
division of public welfare of the insular department 
of health, was transferred to the department of 
education to be administered by the vocational re- 
habilitation division. This will enable the voca- 
tional training and other services available to the 
adult blind in Puerto Rico to be more closely 
coordinated. In the near future it is also planned 
that there will be an adjustment center where 
blinded clients will be assisted in their physical, 
psycho-social and vocational adjustment. This will 
be done by studying each client’s individual needs 
and working out a program for him according to 
these needs. In this center a testing program for 
the blind and a plan for daily living will be 
stressed. 

The new objective for the Vocational Institute 

(Continued on Page 174) 
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NATIONALLY SPEAKING 


From the President 


As the annual conference to be held September 
11-15 at Wentworth-by-the-Sea looms in sight it 
is hoped that all of you are making plans to be 
among those present. 

Preparations by the Northern New England 
O.T. Association are now in high gear developing 
a program of sufficient scope to interest each and 
every one. 

Demonstrations, scientific papers, and materials, 
as well as workshops in techniques and application 
will offer you that particular opportunity you seek. 
In this way the committees and the association are 
striving to fulfill the requests and suggestions sub- 
mitted for the conference program. 

Together with your anticipation of an inspiring 
schedule of educational and practical material I 
would urge you to give previous and careful con- 
sideration to a few matters of important concern 
to the business of your national organization. It 
is imperative that you help your officers and Board 
of Management to plan for the maintenance and 
development of your own profession. 

The scope of the future growth, the relationship 
and affiliation with allied professional groups in 
the broad movement of rehabilitation in the na- 
tional picture depends mainly on resources of 
membership and registration fees. 

As painful as it is these days to contemplate, 
you are all aware of the fact that all costs are 
rising. The same is true in our Association. The 
income of the national office remains practically 
on a level with expense of operation by virtue of 
the fact that we lose through marriage as many 
members as we gain through graduation. Hence, 
there appears no hope of solving our financial 
problem without increasing national dues. We 
ask you, therefore, to consider a means of raising 
our income. This can be done by addition of $2.00 
either to our annual dues or the annual registra- 
tion fee which would tax every professional O.T. 
in the association. I would point out, however, that 
the privileges and benefits which the Association 
extends are primarily offered through active mem- 
bership rather than registration. Registration as it 
exists, offers professional protection for the mar- 
ried or inactive O.T.’s. They receive a certificate 
of registration, a membership card, and the an- 
nual yearbook. It is, of course, vitally important 
to them to maintain their registered professional 
standing. 

The benefits and privileges of active member- 
ship are as you realize much more extensive, in- 
cluding the A.J.O.T., the News Letter, and many 
others which are experienced professionally and 
personally through the educational and promo- 
tional activities of the national office. 
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It is therefore for you as members to determine 
how the financial support is to be maintained. At 
the present time the Association is completely sol- 
vent. However, for the future, unless the dues can 
be raised or some other source of income devised, 
the activities will of necessity have to be restricted 
in order to bring expenses in line with income. 

It has been most heartening to learn that within 
the last month two state associations where this 
matter was discussed voted unanimously in favor 
of the $2.00 increase. 

Another matter of primary importance which 
should be carefully weighed by all of you is the 
advisability to the monthly publication of A.J.O.T. 

The Journal has developed soundly and we 
highly commend our Editor for the success which 
has been achieved. Very creditably, the magazine 
has now become self sustaining. 


On the affirmative side it has been pointed out 
that advertising is easier to sell for 12 issues per 
year than on a bi-monthly basis. Significant of the 
effect of the Journal advertising is its listing in 
“Standard Rate and Data,” purported to be the 
advertiser's Bible. The question has been raised as 
to whether we should expand to monthly publica- 
tion at this time in face of marked evidence of 
soaring prices. If the Journal continues to show 
firm stability in terms of financial income and 
expense over an extended period, monthly publica- 
tion would then be indicated. 

Your opinion is likewise requested on the ques- 
tion of holding annual meetings versus bi-annual 
with regional meetings in alternate years. There 
appears to be general opposition to such a plan. 
It is true that the metropolitan areas have the ad- 
vantage of arranging and participating in group 
regional meetings. Some of you feel that you 
cannot attend both. On the other hand those in 
the less populated areas (O.T.wise) would have 
much less opportunity for professional assistance 
and conference stimulation if a bi-annual national 
conference plan were to be adopted. Regional 
conferences strengthen and integrate professional 
participation within areas, at the same time dis- 
seminating information on the policies and aims 
of the national Association. To hold each of these 
meetings in alternate years would seem in effect 
to attach equal importance to each. From a pro- 
fessional viewpoint would it not tend to weaken 
the structure of A.O.T.A.? The strong regional 
groups build locally; nationally this strength is 
needed to expand our forces to meet the growing 
need for occupational therapists. However, pub- 
licity and recruitment must be maintained every- 
where to develop facilities everywhere. Perhaps 
every O.T. cannot attend the annual A.O.T.A. 
meeting each year but many do and many of the 
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others would miss the opportunity for any con- 
ference at all if national meetings were held only 
bi-annually. The reciprocal benefits of both for 
the individual occupational therapist whenever she 
can attend are evident. They are imperative to the 
future growth of your profession through your 
national office 
This review of the three problems facing the 
A.O.T.A. are by way of interpretation to the entire 
membership. It is hoped you will give them 
careful thought and bring or send your ideas by 
delegate to the meeting. 
We'll be looking for you at Wentworth-by-the- 
Sea, Portsmouth, New Hampshire, September Sth. 
Winifred C. Kahmann.. 
President. 


From the Executive Director 


On June 15 and 16, a two-day Conference on 
Occupational Therapy was held in London, Eng- 
land. Since the American Occupational Therapy 
Association was invited to nominate a representa- 
tive to attend and address this conference, I thought 
you might be interested to read my “Greetings to 
the London Conference on Occupational Therapy” 
which follows: 

It is an honor and a privilege to accept your in 
vitation to attend the London Conference on Oc- 
cupational Therapy and to address this distinguish- 
ed group. May I express personal pleasure in be- 
ing here, give you my best wishes for a most suc- 
cessful conference, and extend official and cordial 
greetings from our Association to yours. 


In occupational therapy, no less than in any 
other area of interest and activity in the world 
today, this is an extremely significant and vital 
period. The international character of contempor- 
ary society, the inter-relationships of nearly every 
sphere in which we think and act, the unity in the 
philosophy and purpose of our work — all these 
have acted to bind us more closely together than 
ever before. It may therefore be appropriate to 
make some remarks concerning occupational 
therapy in general, without reference to the organ- 
ization or country I represent. In this respect, I 
speak more as a fellow-member of your profession 
than as a delegate of the American Occupational 
Therapy Association. 

Occupational therapy has reached a high point 
of development in the past few years. It still has 
a long way to go. These seemingly contradictory 
statements may be expanded briefly in terms of 
our achievements to date and our goal for the 
future. 

First, let us consider some of our achievements. 
You would probably agree that the most important 
of these are the increasing recognition and ac- 
ceptance of the profession by both medical and lay 
groups. Inevitably, this has had its effect on our 
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attitude toward and therefore the spirit of our 
work. With the recognition given us, we have 
gained the stature of an auxiliary medical pro- 
fession as indicated by the status of our personnel 
as an integral part of the medical team, more ade- 
quate remuneration for professional services, and 
largely because of all these improvements, in- 
creased numbers of recruits to the ranks. All these 
benefits have undoubtedly accrued by virtue of 
considerable effort on our part, with certainly some 
success, to place ocupational therapy on a more 
objective, scientific, and therefore tenable, basis. 
Our educational pattern embraces higher standards 
than ever before and the quality of our clinical 
work has proportionately improved. 

Secondly, there are our goals. These may per- 
haps best be expressed in terms of an appropriate 
humility toward our achievements. In other words, 
our future aims should encompass an extension 
of every worthwhile achievement to date, at the 
same time setting sights on other objectives yet to 
be won. A definite time schedule should be set 
for each specific aim and a periodic re-evaluation 
of each phase of our general effort should be 
honestly and consistently made. To name a few 
of the problems we have yet to solve, there are: 
supplying larger numbers of better-trained occupa- 
tional therapists for existing services to the psy- 
chiatric, orthopedic and tuberculous patient; ex- 
tending occupational therapy in disability fields 
almost untouched, as in poliomyelitis, sensory dis- 
turbances, and degenerative neurological condi- 
tions; achieving a greater amount and _ higher 
quality of education of the public with correspond- 
ingly increased understanding of the role of oc- 
cupational therapy; strengthening of relationships 
and cooperation with allied medical groups; and 
many others. 

These points cover broad general topics, each 
worthy of a paper in itself, but it is difficult to 
talk specifically in so brief a time. Some of my 
comments may have more meaning if I step back 
into the role of a United States delegate and ap- 
praise these same achievements and goals with an 
American frame of reference. 


The American Occupational Therapy Associa- 
tion believes there is convincing and gratifying 
evidence of a greatly increased recognition of oc- 
cupational therapy in the United States today. It 
lists the following signs of recognition and accept- 
ance: a 20% increase in school enrollments for 
the academic year just ended; a 15% increase in 
the number of hospitals, institutions and agencies 
employing registered occupational therapists; fif- 
teen jobs per available graduate; a 60% increase 
in average salaries over the past four years; to 
mention but a few. Pointing to the more scientific 
bases of today’s occupational therapy are: 1) the 
outstanding work being done in many hospitals 
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and centers, and the greatly improved quality of 
objective, technical writing about such work; 2) 
the standards for curriculum patterns and of 
specific course content within those curricula, 
notably in the basic biologic sciences and clinical 
subjects that form the basis of our medical educa- 
tion; 3) some beginnings, though small, of ob- 
jective, scientific research in clinical situations; 4) 
the establishment, within the past five years, of 
opportunities for graduate study for occupational 
therapists; and 5) the trend toward a higher de- 
gree of specialization in certain disability areas, 
such as in the treatment of cerebral palsy. This is 
by no means an all-inclusive list, but it is repre- 
sentative of the most significant achievements as 
we have seen them develop in recent years. 


With reference to goals in occupational therapy, 
we in the United States have approached with de- 
termined and intensive effort all of those outlined 
in my preceding general comments. First, faced 
with an overwhelming shortage of personnel, we 
launched, two years ago this fall, a nation-wide 
publicity and recruitment campaign designed to 
increase the amount and quality of information 
available on occupational therapy and to attract 
greater numbers of candidates for training. Men- 
tion has already been made of the results of this 
drive in terms of school enrollment, yet this is 
still not enough. Secondly, we are working, with 
full appreciation of the importance of this effort 
and to the fullest extent of our personnel and fi- 
nancial resources, for a strengthening of our rela- 
tionships with national organizations of physicians, 
nurses, physical therapists, social workers, hospital 
administrators and superintendents, and all other 
personnel whose work is related to ours. Third, 
through our educational research program which 
has been in continuous operation since 1946, we 
have conducted various projects and studies aimed 
at raising our national educational standards. Some 
of these include: a completely new, objective-type, 
national registration examination; a comprehensive 
curriculum guide for standardization of curriculum 
and course content on the didactic level; such 
clinical training materials as a Director's Guide 
for a Clinical Training Program, a Rater’s Guide 
for using the Standard Clinical Training Report 
Form, and a Manual for Occupational Therapy 
Students in Clinical Training. In addition to these, 
the present emphasis in our educational research 
program is on the development of “tailor-made” 
student selection instruments designed to predict 
suitability for, and probability of success in this 
field of future applicants for training. In short, 
our national educational research program is based 
on the premise that the effectiveness of any service 
is directly dependent upon and proportional to the 
qualifications of the individuals conducting it, and 
that two factors are prime in determining such 
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qualifications: selection and instruction. These 
brief remarks have sought to indicate the ways in 
which we have approached the improvement of 
both of these facets to insure our continued pro- 
fessional growth and development. 

I cannot conclude without expressing to you our 
very great pleasure in welcoming several of the 
members of your Association on the occasions of 
their visits to America in recent years. It is always 
a source of real interest and stimulation to have 
this periodic exchange of contact which permits 
discussion of matters of mutual interest and con- 
cern to all of us in occupational therapy. Such has 
been made possible through student training ex- 
changes as well as the visits of graduates. We 
hope you feel that your profit has been as great 
as ours and that you second our motion to con- 
tinue and extend such exchanges in the future. 
They should increasingly take the form of job re- 
ciprocity and all other mutual exchange benefits 
that are certain to occur through increased 
knowledge of each other’s goals and needs. Forma- 
tion of the proposed International Association of 
Occupational Therapists should accomplish much 
toward this end. We look forward to such action 
at the initial meeting in Stockholm this September, 
a meeting which should bring the organization of 
this international group nearer to reality. 

I should like to close with a brief story. Per- 
haps you know the one about the sportsman who 
found himself in a village where he saw evidences 
of extraordinary marksmanship. Everywhere, on 
trees and barn doors, he noted the bullseyes. In 
each, the hole was in the exact center. So he asked 
to meet the great marksman. It turned out, of all 
people, to be the village clown. 

“I’m proud to meet the man who does such 
wonderful shooting”, he said. “How do you do it? 
What's the secret of your success?” 

“That's easy,” explained the clown. “I shoot 
first and draw the target afterward.” 

I belive there is a parallel in this story for us. 
The respected founders of our profession were, in 
a sense, like that archer who shot his arrows in 
several directions. Their aims were toward the 
medical field in general, rather than in terms of 
the diagnostic groups treated today. The targets 
which have in effect made bull’s eyes of many of 
their marks, and which have been drawn around 
those marks by all O.T.’s since earliest beginnings, 
represent the profession of occupational therapy. 
We are privileged to inherit all that has gone be- 
fore, and duty-bound to leave behind new contribu- 
tions of our own. With recognition of our short- 
comings, but with pardonable pride in our achieve- 
ments and with a determined optimism for the 
future, we greet you. 

Thank you. Wilma West, O.T.R. 
Executive Director 
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From the Education Office 


Since the program of developing student selec- 
tion instruments is one of the most important pro- 
jects presently being conducted by the Education 
Office, we would like to bring you up-to-date on 
developments since our “orientation” report in the 
May-June issue of A.J.O.T. (Vol. IV, No. 3). 

You will recall that a selected committee of 
eight occupational therapists were assigned the 
difficult, albeit interesting, task of developing 
measures designed to assess the personality and 
interest pattern specific to occupational therapy 
performance. This committee set about its task in 
a fashion similar to that undertaken by the group 
responsible for the development of the national 
registration examination. Its initial step was to 
develop test outlines for the following areas: 
(These areas are now outlined in detail so that 
the scope of the project and discussion of findings 
will have greater relevancy.) 


The biographical area dealt with four major 
sub-divisions: the family, the community, edu- 
cational opportunities, and interpersonal relation- 
ships. Specifics with respect to the family dealt 
with the background of each parent; the size of 
the family; the individual’s ordinal position; the 
family’s socio-economic status; intra-family activi- 
ties relating to recreation, work, and religion; and 
family attitudes toward health, culture, worldly 
goods, education, citizenship and personal free- 
dom. As for the community, specific facts with 
regard to size, type and available facilities were 
to be ascertained. Educational opportunities were 
subdivided into items concerning specific school 
happenings, mass communication media, travel and 
its ramifications, club work other than school clubs, 
and participation in church activities. The last sec- 
tion concerned itself with “teasing out” relation- 
ships with parents, friends, relatives and teachers. 

The adjustment area contained four sub-divisions 
as noted in the previous article. In emotional ad- 
justment, the outline concerned itself with: (1) 
individual motivation as delineated in terms of 
the intensity of the desire to help others, persistence 
and willingness, a particular kind of compassionate- 
sympathetic attitude, and the individual’s goals; 
(2) the reaction to frustration as evinced by de- 
grees of tolerance of frustration and the relation- 
ship of fear to it; (3) the reaction to conflicts as 
shown by various flight and fight responses, the 
utilization of problem-solving devices and mental 
mechanisms, particularly compensation and sub- 
limation; (4) the development of emotional ma- 
turity as demonstrated by release from dependent 
needs and the acquisition of stability, objectivity, 
adaptability and self-sufficiency; and (5) the pos- 
session of phobias, superstitions, fears and annoy- 
ances. 
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The social adjustment phase dealt with: (1) 
early family and group pressures such as discipline, 
nagging, ridicule, parent identification and amount 
of responsibility; (2) cultural influences such as 
pride in status, changes in culture, ability to con- 
form and development of a philosophy of life; 
(3) the extent and type of social participation; 
(4) the possession of social amenities with respect 
to willingness to give and participate, willingness 
to adapt, to become interested in others’ activities 
and to concede to others in certain situations; (5) 
possession of social abilities such as being at ease, 
having social “know how”, being susceptible to 
social stimulation, responding properly to compe- 
tition, working alone where necessary, and having 
social imagination and judgment and a sense of 
responsibility to society; (6) proper conditioning 
to “hard knocks” such as family illnesses and 
death, family separation or disharmony, economic 
reverses, and assumption of greater and greater 
responsibility; (7) the development of an essen- 
tially extroverted or introverted individual; and 
(8) experiences in group living and their effect 
on the selection of an occupation. 

The mental adjustment section of the outline 
covered matters concerned with: (1) the indi- 
vidual’s general level of ability and its relation to 
boredom, acceptance of environment, ability to 
profit by experience and organizational ability; (2) 
imagination and its creative channeling; (3) in- 
tellectual curiosity; (4) alertness in terms of siz- 
ing up the situation and acting quickly; (5) ap- 
plication of logic in terms of reasoning, problem- 
solving, and practicality; (6) all phases of mental 
ability—verbal ideation and fluency, mechanical 
and spatial as well as dexterous coordination of 
mind and body; (7) capacity to adjust to different 
intellectual levels and (8) desire for self-improve- 
ment in intellectual matters accompanied by the 
desire to share such information with others. 

Physical considerations with regard to adjust- 
ment involved: (1) an analysis of psychosomatic 
relationships with stress on hormones and meta- 
bolic functions in relation to social aggressiveness, 
energy output, ability to attend and concentrate, 
general restlessness, the ability to attend and con- 
centrate, general restlessness, the ability to ex- 
press tenderness and warmth and attitudes towards 
children; (2) a definition of normal health with 
respect to how deviations therefrom affect child- 
hood adjustment, motor development, adolescent 
growth and attitudes, and the development of an 
objective attitude toward personal health, and (3) 
the reaction of the individual to various aspects of 
personal appearance such as body build, posture, 
facial expression, voice and grooming and their 
consequent effect on emotional and social adjust- 
ment. 


One’s first reaction to the above could be that 
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these general headings might well apply to any 
individual or occupational group. As general head- 
ings, that is very true. It was only in the production 
of the items to tap the pertinent aspects and specific 
details of the areas outlined above, that the special 
“slant” towards occupational therapy was intro- 
duced. In the items, both positive and negative re- 
actions to the various areas of adjustment as they 
relate to the hospital situation in general and oc- 
cupational therapy practice in particular were 
thoroughly explored. As previously indicated, the 
best method of obtaining valid and_ reliable 
answers to these items was tested by casting them 
in two formats: self-appraisal (on a scale) and 
multiple choice (selection of the best procedure ). 

The detailed outline of the interests area was 
divided into three age ranges: early development, 
adolescence (6 through 16) and the young adult 
(16-26). In each of these, the pertinent aspects of 
family activities, games, school activities, job in- 
terests, recreational activities and those relating to 
community service and growth were thoroughly 
explored. In most instances, individual and social 
frames of reference were contrasted along with 
other pairs such as “participation-spectating” and 
“leading-following”. 

Again items were constructed not only with 
the above content as a base but a careful methodol- 
ogical investigation was also undertaken in this 
area. Thus directions were varied so that in one 
instance, an individual was asked to indicate his 
preference for the activity; in another, the extent 
of his indulgence in the activity; in another, his 
degree of skill in the activity; in another, the ex- 
tent of his knowledge of the activity and finally to 
make a choice among comparable or contrasted 
activities to determine which method gave the 
most valid measure of expressed interests. 

The final outline, the ancillary fields, compared 
and contrasted each of five fields—occupational 
therapy, physical therapy, nursing, dietetics and 
social work—with respect to physical contact, 
psychological satisfaction, media, equipment, in- 
structional demands, working conditions, adminis- 
trative duties and responsibilities, and professional 
requirements, opportunities and relationships. The 
items in this area were naturally of the multiple- 
choice type. 

The great numbers of items constructed to cover 
the content outlined in the four areas and to per- 
mit the methodological investigations previously 
described were set up in seven parts for purposes 
of experimental tryout. In contrast to selection 
research programs now in progress in other pro- 
fessional fields, the Education Office decided to 
first validate these items on practicing occupational 
therapists to see whether the items bore a high re- 
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lationship to successful occupational therapy prac- 
tice, then try these out on the training level and 
ultimately develop the final forms for use at the 
applicant level. Accordingly, the experimental 
test booklets were mailed during October, 1950 
to 340 practicing therapists who were representa- 
tive of those practicing in various disability areas, 
in departments of varying size and for varying 
periods of service. Length of service was one of 
the specifically controlled factors; thus one group 
consisted of those practicing 2 to 3 years and the 
other 5 to 10 years. Actually, the older practicing 
group had more than 40% in the 8 year practice 
category so that the average for this group was 
7.6 years of practice in contrast to 2.8 years for 
the younger practicing group. It is interesting to 
note that the groups exhibited very little difference 
in age with the longer practicing group ranging 
from 28 to 44 with 75% of the group below the 
age of 35 while the lesser practicing group showed 
an age range of 24 to 47 with 85% of the group 
below age 35. 

The 340 cases divided themselves into 104 in 
the older practicing group and 236 in the group 
practicing for a shorter period. Analysis of the 
completed test booklets showed a return of 80% 
for the former and of 69% for the latter. This 
again is indicative of the high degree of coopera- 
tion extended by the field to further the research 
of the National Office and the profession. The 
answers received from the 246 practicing thera- 
pists have been tallied and analyzed. Space re- 
strictions do not permit reporting on the findings 
in this column. They will be discussed in detail 
in the succeeding issue. Suffice it to say that we 
have found sufficient variation (in both a nega- 
tive and positive direction) from the generally 
checked answers to warrant the development of 
weighted scoring keys which are shortly to be 
validated in an experimental try-out with another 
group of practicing therapists. We feel sure that 
your continued, splendid cooperation will result in 
the development of useful measures of personality 
adjustment and interests for the selection of future 
occupational therapists. 


HYMAN BRANDT, Ph.D., 
Educational Research Constultant, 
American Occupational Therapy Association. 


The textbook, 4n Epitome of Hydrotherapy, by Dr. 
Simon Baruch has been reprinted in limited numbers. The 
Baruch Committee on Physical Medicine and Rehabilita- 
tion is sponsoring distribution of this book because of its 
belief that it is of great historical significance and because 
it is thought that it can well serve as the basis for the 
modern study and-development of an important yet neg- 
lected branch of medical practice. 
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PEOPLE YOU SHOULD KNOW 


Photo by Glogau 
DOROTHY D. ROUSE, O.T.R. 


A Biographical Sketch 
b 
MARY B. BEACH, OTR. 

To the many friends of Dorothy D. Rouse, Chief 
Occupational Therapist, Physical Medicine and 
Rehabilitation Division, Veterans Administration, 
this sketch will probably be very inadequate for 
it is difficult to describe this energetic, vivacious 
person. To those who do not know her, the follow- 
ing may serve as an introduction. 

It is difficult to say which state Dorothy Rouse 
claims as home for she is one of those cosmopoli- 
tan people who has lived in many places. How- 
ever, she was born in Chicago, the daughter of an 
Episcopal clergyman. Wherever she lives she has 
a faculty for making friends and adjusting to situa- 
tions. 

Dorothy Rouse’s inquisitive and imaginative 
disposition in early childhood was later expressed 
in her desire to enter the field of fine arts. She 
attended the Academy of Fine Arts in Chicago 
from which she graduated in 1915. During her 
residency in that city, she was active in art circles 
and was closely associated with many of the famous 
artists. Even though she has ceased to actively 
participate in the art field, she is still keenly in- 
terested. 

During World War I, the Henry B. Favill 
School in Chicago was organized to train the 
greatly needed occupational therapists. Dorothy 
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Rouse, with her desire to serve her country and 
with such excellent prerequisites for the profes- 
sion, enrolled in the school. She became so in- 
terested in occupational therapy she decided to 
continue in this profession. One of her first assign- 
ments was at City Hospital, St. Louis, Missouri, 
where she was director of the occupational therapy 
department. As an extracurricula interest, she was 
active in the American Red Cross. When an occu- 
pational therapy department was organized under 
the auspices of the American Red Cross at the 
Public Health Hospital, St. Louis, where veterans 
were being hospitalized, Miss Rouse joined the 
staff. This department, having proven itself of 
such value in the treatment of the veteran, was 
later taken over by the Public Health Service as 
part of the medical program. This was the begin- 
ning of her career in the Veterans Administration 
which was an outgrowth of the U. S. Public Health 
Service. 

Later her experience was broadened by assign- 
ments as chief occupational therapist in general 
medical and surgical and neuropsychiatric hos- 
pitals. Due to the many years she spent at the 
Veterans Administration Hospital, Outwood, Ken- 
tucky, as chief occupational therapist, she now 
claims Kentucky as her home. At this station she 
made many friends and had an opportunity to de- 
velop her skill in the game of golf. She is the proud 
possessor of several trophies and has a champion- 
ship to her credit. 

In 1945 because of her understanding of the 
over-all goals of occupational therapy, her experi- 
ence and ability in developing the program in the 
tuberculosis field, she was assigned as supervisor 
of training for all the tuberculosis hospitals in the 
Veterans Administration. With her headquarters 
at Veterans Administration Hospital, Oteen, N. C., 
she was detailed to various other tuberculosis hos- 
pitals throughout the country to assist them in 
developing programs in line with established 
policies and to organize various seminars in this 
field. 

She was assigned to Central Office in Washing- 
ton, D. C. in 1945 as assistant chief occupational 
therapist. In November 1948 she received an ap- 
pointment in the Department of Medicine and 
Surgery as chief occupational therapist. Miss Rouse 
is one of four people in the Veterans Administra- 
tion other than doctors, dentists and nurses receiv- 
ing such an appointment. Her untiring effort 
and wholehearted enthusiasm as a leader are a 
challenge to all therapists. 
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Convention Personalities 


ELEONORA CHERNEWSKI, O.T.R. 


A Biographical Sketch 
by 


ESTHER DREW, O.T.R. 


If you haven't already met her, may I introduce 
to you Eleonora Chernewski, our Local General 
Chairman of the 34th American Occupational 
Therapy Association convention. She has accepted 
this position earnestly and enthusiastically, and her 
quiet, friendly manner has contributed a great 
deal to the success of her work. 


A native of New Hampshire, Eleonora was 
born in Bedford and spent the earlier part of her 
life in Manchester. After receiving her Bachelor 
of Science degree from Tufts College, she took 
an educational tour through Europe, at which 
time she had the opportunity to observe the handi- 
craft work in the many countries that she visited. 
She had a variety of other experiences before 
entering the field of occupational therapy such as: 
designing interior decorators’ items; secretarial ex- 
perience; and teaching, both academic and crafts 
for many years. 


The homebound service of the New Hampshire 
Society for Crippled Children and Handicapped 
Persons was fortunate to have her with them for 
five years. From 1945 to 1946 she was given a 
leave of absence from the Society to obtain her 
occupational therapy training at the Boston School 
of Occupational Therapy. After her graduation 
she returned to become the director of the Man- 
chester Training Center, an affiliate of the New 
Hamshire Society for Crippled Children. 
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In 1948 she accepted the position of Chief 
Occupational Therapist at the Veterans Admins- 
tration Hospital, Togus, Maine, where she is at 
the present time. 

We feel that Eleonora certainly has been doing 
a fine jo> as our local general chairman, and we 
extend our sincere appreciation for her efforts in 
making the 1951 convention a “must” for you. 


<< 


EILEEN DIXEY, O.T.R. 
A Biographical Sketch 
by 
SARAH SMITH STOWE, O.T.R. 


Following graduation from the Boston public 
schools, Bryant and Stratton Business College, and 
Boston School of Occupational Therapy in 1934, 
Eileen Dixey came to New Hampshire for her 
first occupational therapy assignment. 

To our good fortune, she passed New Hamp- 
shire’s rigid tests with flying colors and has recently 
adopted this state as her permanent home by 
purchasing a beautiful colonial homestead in 
neighboring Dunbarton. 

Her personal and professional interests are by 
no means hemmed in by New Hampshire bound- 
aries, as she is a travel enthusiast and easily follows 
her interests by car or plane to far distant spots. 

In 1937 she was promoted to Director of Oc- 
cupational Therapy at New Hampshire State Hos- 
pital and carries on a varied treatment program 
for psychiatric patients, and a clinical training 
program for library, recreation, nursing and O.T. 
students. 

Under her directorship of evergrowing interests 
she has built a department of eighteen members, 
most of whom enjoy a record of long employment 
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and take pleasure in benefiting from her experience 
and personal relationship. 

As the occupational therapy course developed 
at the University of New Hampshire it was Miss 
Dixey who helped plan the curriculum and nur- 
ture its developments into a full fledged program. 

She is the present delegate for the Northern 
New England Occupational Therapy Association, 
is well qualified to serve as program chairman for 
the 1951 AOTA convention, and will be on hand 
to follow through in her gracious, friendly manner. 


MARION W. EASTON 


Marion Easton was graduated from the Wheel- 
ock School of Kindergarten Training, and after 
five and one-half years entered the Boston School 
of Occupational Therapy. Following graduation 
from B.S.O.T. in 1937, she worked in the occupa- 
tional therapy department of the Worchester State 
Hospital for two years. 

The call of the South was strong, and this 
genuine New Englander accepted a position as 
director of occupational therapy in the Louisville 
General Hospital, Louisville, Kentucky. In the 
four years she remained in Louisville, Marion was 
given intensive speech training. Her associates 
felt it imperative that she acquire a southern ac- 
cent. Consequently, today everyone finds her accent 
intriguing. 

This combination of Harvard and southern 
accents was only the beginning of duos for her. 
In the Army she was Head O. T. at the Army’s 
Valley Forge General Hospital, Phoenixville, Pa., 
1943-44; and Senior O. T. (Ltj.g. H (W) 
USNR) 1944-46, U.S. Naval Hospital, Ports- 
mouth, Virginia, and U.S. Naval Medical Center, 
Bethesda, Maryland. 
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GENERAL THEME: Medical Literature: 


After her tour of duty she went to school again, 
receiving her B.S. in Education from Tufts College 
in 1947 and her P.T. Certificate from the College 
of Physicians and Surgeons, Columbia University, 
in 1948. 

Three years ago her Alma Mater was overjoyed 
to be able to interest her in returning as a staff 
member. Since that time she has become the 
B.S.O.T.’s thoroughly efficient clinical training 
director, wisely guiding and counseling the stu- 
dents before and during their clinical training af- 
filiations. At this time the school is seriously con- 
sidering providing her with a helicopter to enable 
her to keep in touch with those students momentar- 
ily affiliating across the country and across the sea. 

To know her and work with her is a privilege. 
She is a constant insipiration to her associates. 


Notes from New Hampshire 


REVISED INSTITUTE PROGRAM 
How 
to Read, Write, and Use It. 
(All speakers to be. announced ) 
FRIDAY, SEPTEMBER 14 
Morning Session: Reading Laboratory (for under- 
standing ) 
Reading Techniques: Reading for improvement 
What to Read: Source material for research 
and articles 
Where to Find It: Libraries and journals 
Demonstration 
Afternoon Session: Writing Laboratory (for com- 
munication of ideas) 
Presentation of Ideas 
Abstracting and Reviewing 
Writing a Scientific Paper: 
general papers, new ideas 
Writing for a Professional Audience: Writing 
techniques 
Mechanics and Philosophy of Publishing: For- 
mat and illustrations 
Evening Session: Evaluation Clinics 
1. Writing Clinic 
Demonstration: Paper evaluated for tech- 
nique and content 
Round tables: Application of above evalu- 
ation techniques to papers representative 
of each O.T. field 
2. Reading Clinic: (on request) 
SATURDAY, SEPTEMBER 15 
Morning Session: How to Use Medical Literature 
The Editors’ Editorial: Summary of evaluation 
clinics 
Interesting Others in O.T.: Through maga- 
zines, newspapers and promotional literature 
Summary: Literature as a measure of a pro- 
fession’s maturity 


Basic research, 
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Since this will be the last publicity in the Journal before 
the convention, we of the Northern New England O.T. 
Association would like to remind you of the following: 

1. A very special event will take place on Monday, 
September 10 at the University of New Hampshire to 
which you are all most cordially invited. From 4:00 to 
5:00 p.m. the convention guests will gather to honor Mrs. 
Marjorie B. Greene, President of the Boston School of 
Occupational Therapy at a tea. We look forward with 
pleasure and anticipating to seeing you there. 

2. Although Wentworth-by-the-Sea is actually in the 
township of New Castle, New Hampshire, the address is 
frequently listed as Portsmouth, N.H. 

3. You will find one of America’s finest mashie and 
putting greens at your disposal. The tennis courts will also 
be convenient for you, There is some sports equipment 
available, but we suggest that your bring your own, if 
possible. 

4. There will be free parking space at the hotel, so if 
you are coming by car, this should be no problem. 

5. Church services are held on the premises. 

6. All gratuities for customary, standard services will 
be taken care of by a ten per cent addition to your bill. 

7. For those who will be staying at the Rockingham 
Hotel in Portsmouth, a station wagon will be available to 
transport you to and from the Wentworth-by-the-Sea, 

8. Taxi service from Portsmouth to the Wentworth- 
by-the-Sea is $1.00; bus service is $ .20. 

9. Be sure to bring comfortable sport clothes and 
shoes, for this will be an informal but stimulating week 
for you. 

10. The follow:ng O.T. departments in the Northern 
New England area extend a cordial invitation to you to 
visit them while you are in this vicinity: 

MAINE 
Augusta State Hospital 

Augusta, Maine 

Miss Audrey Hill, O.T.R., Dir. O.T. 
Bangor State Ho-pital 

Bangor, Maine 

Mrs. Eloise F. Wood, O.T.R., Dir, O.T. 
Hyde Memorial Convalescent Home 

Bath, Maine 

Miss Beverly Alexander, O.T.R., Dir, O.T. 
Maine General Hospital 

Portland, Maine 

Mrs. Mary B. Golden, O.T.R., Dir. O.T. 
Pine Tree Society for Crippled Children 

Rehabilitation Center 

South Portland, Maine 

Miss Eleonora Chernewski, O.T.R., Chief O.T. Section 

Miss H. Christine Swenson, O.T.R. 

NEW HAMPSHIRE 
Cedarcrest—Home for Abnormal Children 
Westmoreland Depot 
Miss Dorothy Sawyer, O.T.R., Dir. O.T. 
N.H. Society for Crippled Children and Handicapped 
Persons 
Manchester Rehabilitation Center 
Miss Dorothy Merrill, O.T.R., Dir, O.T. 
Mrs. Mary R. Goodrich, O.T.R. 
Portsmouth Rehabilitation Center 
Miss Minnie F. Witham, O.T.R., Dir. O.T. 
N.H. State Hospital 

Concord, N.H. 

Miss Eileen Dixey, O.T.R., Dir. O.T. 

Mrs. Sarah Stowe, O.T.R. 

Miss Sarah Thorndike, O.T.R. 

Mrs. Marion H. Elliott, O.T.R. 

Treasure Valley Neuropsychiatric Treatment Center 


Ashland, N.H. 
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Miss Martha Buttenheim, O.T.R., Co-Dir. 
Miss Eva Reid, O.T.R., Co-Dir. 
Veterans Administration Hospital 
Manchester, N.H. 
Miss Arvilla Dyer, O.T.R., Chief O.T. 
VERMONT 


Brattleboro Retreat 

Brattleboro, Vt. 

Miss Hope Severance, O.T.R., Dir, O.T. 

Miss Nancy Cutler, O.T.R. 

Mrs. Susan Hanick, O.T.R. 

Vermont Sanatorium 

Pittsford, Vt. 

Miss Ruth Buthington Turner, O.T.R., Dir, O.T. 
Division of Services for the Blind, Dept. of Social Wel- 
fare 

Montpellier, Vt. 

Miss Virginia Cole, O.T.R., Dir. O.T. 

11. Remember: For inspiration and fun .. . it’s the 
Convention in 


EDITORIAL 


SHOP TALK 

Occupational therapists, in trying to raise their 
professional standards, have objected to the term 
“shop” in conjunction with their professional loca- 
tion. And rightly so. According to Webster's dic- 
tionary a shop is “1. A store; 2. A room or build- 
ing devoted to a particular line in a factory, as a 
machine shop.” A not very likely definition for 
our activity and purpose. 

Adding “work” to “shop” improves the defi- 
nition slightly to “A shop where any manufacture 
or handiwork is carried on” but still relegates the 
activity to a subprofessional level. 

The challengers have advocated the substitution 
of the word “clinic” which Webster defines as 
“Instruction of a class by treatment of patients in 
the presence of the pupils” or “An institution con- 
nected with a hospital or medical school, for treat- 
ment of outpatients.” 

Defined, that word is generally no more apt 
than shop. But if our place of work is not a clinic 
or a shop, what is it? Actually, the acceptance by 
occupational therapists of the well-worn, time 
accepted, common denominator “department” 
seems as suitable a solution as any, for its defi- 
nition is “A distinct sphere; a province.” And that 
is actually what an occupational therapy depart- 
ment is—the province or duty of an O. T., his 
sphere of authority. 

But for those that feel department is not dis- 
tinctive or individualistic enough, then “institute” 
would be a happy substitute because its definition 
is “An organization to promote art, science or the 
like; also a building devoted to the work of such 
an organization.” 

What shall it be? Department or institute? 
You may take your choice because, according to 
Webster's definition, neither would be wrong. 
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Letters to the Editor 


To the Editor: 


The subject of state licensing for occupational thera- 
pists has given therapists in Connecticut a little concern 
thece past few months because of a bill which has been 
drafted by a local committee on physical medicine, and 
which was at first intended to include both occupational 
therapists and physical therapists. Certain points, there- 
fore, in the article in the April issue of A.J.O.T. on 
Licensing bear repeated emphasis and, incidentally, they 
form the basis of our opposition to the proposed legisla- 
tion in this state. 

“The purpose of licensing in general is to provide 
legal protection. Do we really need licensing of 
O.T.’s?” There is no problem jn this state requiring such 
legislation as this, as far as occupational therapists are 
concerned. Our Connecticut O.T. Association and the 
State Division of Personnel have taken care of, and can 
continue to take care of, any classified service that our 
institutions require. Furthermore, we have no fear of 
non-graduate “occupational therapists” calling themselves 
bona fide O.T.’s in private practice. Therefore, why make 
the question sound so serious and threatening to the pro- 
fession as to require legislation? 

“The education of occupational therapists on a profes- 
sional level (is) assured through standards established by 
the Council of Medical Education and Hospitals of the 
American Medical Association in cooperation with the 
American Occupational] Therapy Association.” I believe 
we should do everything possible to continue this re- 
lationship and not relinquish the management of our 
professional training (nor the conditions of employment 
in addition) to any one branch of medical science, in 
this instance physical medicine. 

“An occupational therapist now qualified to practice 
anywhere is qualified to practice everywhere. < one 
cost of license will vary in different states in accordance 
with the regulations determined by each.” We are con- 
tinually trying to secure more occupational therapists for 
our hospitals in Connecticut, and the provision in this bill 
which requires a registration fee of twenty dollars upon 
application for the state examination would, we believe, 
be a great deterrent to our efforts. No other ctate has 
such a procedure for occupational therapy positions, so 
we firmly believe that therapists will turn elsewhere should 
licensing become a law in this state. 

“State licensing, if it is adopted on a nationwide basis, 
could mean the end of the national registry and of na- 
tional standards.” A graduate therapist could not “repre- 
sent herself as being so registered nor use the letters O.T.R. 
implying that she is an occupational therapist” until she 
received state registration, according to the stipulation in 
the first draft of the bill which we opposed. If the 
standards for registration are to be determined by physical 
medicine, then we could well assume that the next step 
would be the elimination of A.O.T.A. control over all 
educational policies in the occupational therapy profession. 

The Connecticut Association requested the proponents of 
this bill to eliminate the use of the term “occupational 
therapy” and “occupational therapists” entirely from the 
contents of their measure. At one stage in the proceedings, 
we were informed that this was done, but later the report 
came that the terms “occupational therapy and physical 
therapy” were linked together in some introductory clause 
describing physical medicine. We were advised that even 
this minor reference to occupational therapy in the bill 
would bind us to this particular bill at whatever time 
in the future we might desire state licensing for occupa- 
tional therapists. Therefore, any state association having 
to face this question should beware of certain casual tech- 
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nicalities which may present a woeful obstacle in the 
future. 

Our most earnest and sincere reply to the physical 
medicine committees that are doing us the honor of recog- 
nizing the importance of occupational therapy and wishing 
to include us in their “protective legislation,” is contained 
in the recommendation of the A.O.T.A.’s legislative and 
civil service committee, “Licensing of O.T.’s is deemed 
neither desirable nor practical at the present time.” 
Travaillons em paix. 

Sincerely yours, 
BERTHA J. PIPER, O.T.R., 


Director, Occupational Therapy, 
Fairfield State Hospital, Newtown, Conn. 


To the Editor: 


After reading your editorial in the March-April 1951 
issue of the American Journal of Occupational Therapy 
concerning “Why Not More Research,” I have given your 
points of view a great deal of thought, and find I am 
in disagreement with your first three statements. 

I think the greatest hazard to research in the occupa- 
tional therapy field is that we do not know where to begin; 
and also, that we very definitely lose our perspective. 
However, one other consideration that has not been men- 
tioned is that occupational therapy for the past thirty 
years has been establishing itself in the medical field and 
proving its worth, but now that it has established itself 
possibly more time may be given to research, 

For myself, I work in a new and comparatively small 
cerebral palsy center, the occupational therapy department 
consisting of myself and the children, I agree that my 
major concern is the treatment of the children, but with 
each treatment there is experimentation. 

As for competitiveness being a means of an incentive 
for research, I am inclined to again disagree. Research 
to me is not competitiveness among other occupational 
therapists, but it is experimenting with your patients; 
keeping very thorough records of your experimentations; 
studying these records at the end of a certain period of 
time, and possibly coming up with a very minute but 
valuable bit of information on the treatment of the cere- 
bral palsy child. This all takes time, and particularly in 
the cerebral palsy field where there is little or no informa- 
tion on the occupational therapy treatment of the cerebral 
palsy child, 

The other consideration is that the education of an 
occupational therapist is extremely varied, but when we 
accept a position it is usually in a specialized field. There- 
fore, it again takes time for the occupational therapist to 

ecome acquainted with the type of treatment in that 
particular field, and then when she has gained confidence 
in herself in that particular field, she may feel that the 
work she is doing may be put on a research basis. 

In conclusion I would like to say that on the con- 
trary research can very well be done in a small department 
where there is more freedom of time for experimentation 
and fewer people to demand your time for other things 
concerning your department and patients than treatment 
and experimentation. 

I am writing this letter merely to inform you that 
there are a few practicing occupational therapists who 
are also concerned with the research problem, and hope 
that in the near future there will be ample funds to 
carry on some of the research we would like to participate 
in to further the growth of occupational therapy. 

Sincerely yours, 
RUTH M. DALTON, O.T.R., 


Tenn.-Va. C. P. Center, 
Kingsport, Tennessee. 
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To the Editor: 


Hadassah, the Women Zionists Organization of America, 
has a long record of achievement in initiating various 
kinds of new services in Israel. One of the most recent 
of its pioneer efforts was the establishment of an occu- 
pational therapy service that has proved a blessing to 
the country. 

Planning for this new service began in 1941, when 
Hadassah arranged for specialized training in America of 
three therapists to serve as the nucleus of a professional 
staff. In 1946, thece registered therapists left for Israel 
with some thirty cases of equipment, tools, supplies and 
literature. 

Their first job was to educate the medical profession 
and lay public to an understanding of the objectives and 
media of professional occupational therapy as another in- 
strument at the call of the physician in healing the sick. 
Then, in October, 1946, they opened the first occupational 
therapy unit in Hadassah’s Medical Center on Mount 
Scopus. Interest in this unit was so keen that the staff was 
kept busy after hours for many months receiving groups 
of visitors from all over the land. A country-wide pro- 
gram of lectures, films and exhibits was arranged to ex- 
plain the purpose and values of occupational therapy. 

It was not long after the first unit was opened that 
requests came in from various hospitals for help in intro- 
ducing occupational therapy in their institutions. The 
main problem was lack of trained personnel. To meet this 
need, Hadassah, jointly with Kupat Cholim (The Workers’ 
Sick Fund), organized: a professional course to train 
therapists in Israel. The curriculum was patterned on 
that of the best American occupational therapy schools and 
followed closely the requirements of the American Occu- 
pational Therapy Association and the American Medical 
Association, In view of the 6-day work-week in Israel, 
it was possible to cover the curriculum in two years. In 
addition to the usual medical and social subjects, the 
course included the basic crafts, as well as gardening and 
typewriting. Since this was a pioneer project, selection of 
students was made on a highly competitive basis. Out 
of over seventy applicants, twenty were chosen, among 
them several mature students who showed promise of 
leadership ability. The student body included a few native 
Israelis, three girls who had spent a number of years in 
a concentration camp but had subsequently managed some- 
how to complete their secondary school education, and 
six girls who had done diversional occupational therapy 
in the army through the Red Cross, The age range was 
from 20 to 32. 

One of the unique features of this occupational therapy 
course was the fact that it was not conducted in quarters 
specially set up for it, but utilized to the fullest advan- 
tage all available facilities in the city. For example, medi- 
cal subjects were taught by the Medical Center’s outstand- 
ing physicians at Hadassah’s School of Nursing; art was 
taught at the Bezalel Art School; sociology and related 
subjects at the Jerusalem Social Service School; weaving, 
printing, and other crafts at the Hadassah Trade School 
and Pre-Vocational Center. Thus it was possible not only 
to have the students taught by experts in each field in the 
most natural atmosphere for each subject, but also to 
reduce the cost of the course by eliminating the expense 
for setting up the essential physical facilities. Actually, it 
cost less to train twenty students locally than to cover the 
cost of training a single therapist in America. This ar- 
rangement also served as a good public relations medium, 
since every “host” institution received an education in 
the objectives of occupational therapy and took pride in 
participating in this new project. 

During the first fifteen months of the course, Hadassah 
and the Kupat Cholim, the joint sponsors, set up five 
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additional occupational therapy units in their institutions 
to provide facilities for the required 36 weeks of clinical 
training of students in occupational therapy. 

When the course was within six months of completion, 
a full-scale war broke out and with it came all sorts of 
wartime complications, All the students were drafted by 
the Army; but the latter, realizing the importance of 
having fully trained therapists for its hospitals, exempted 
the girls from active service until the end of the course. 
The students themselves then had to resolve their conflict 
between their desire to join the fighting forces at once 
and their eagerness to finish training. For three days there 
were no classes. Finally, the students agreed to continue 
their studies provided they would be permitted to do guard 
duty at night. There was also the complicated task of 
transferring students from one training center to another— 
with convoys, military passes and permits of all kinds. 
There was the problem of braving bullets and shells all 
through the siege of Jerusalem, when every student kept 
to her assignment despite hunger and danger, knowing 
how much she was needed. 

There were many unforgettable moments during the 
siege. One example was the time I visited the Institute for 
Crippled Children in the heart of Jerusalem a few hours 
after the adjacent building had been shelled. I climbed 
the four flights of stairs (for lack of electricity the ele- 
vator wasn’t running) and found some twenty five chil- 
dren, including seven Arabs, huddled in the corridor 
around a table, all of them busy. One was practising a 
pedal game especially adapted to exercise muscles weak- 
ened by polio, another was making an olive-wood book- 
mark to limber his arm after weeks in a cast. The thera- 
pist and students in training were on hand, helping the 
children with their tasks. All the while there was heavy 
shelling. A child would look up with fear in his eyes 
at a particularly sharp report. Another would look at 
him grimly and say, “That was one of ours.” 

It was not easy to follow through on the clinical 
training program. Units were shelled and had to be 
moved from one place to another on short notice, and 
schedules had to be changed from day to day. One out- 
patient unit, bombed at 6:30 a.m., was quickly put in 
order and was receiving patients at 1 p.m. the same day. 

Luckily, active fighting had stopped by the time the 
course was completed and graduation exercises were held, 
as scheduled, in January, 1949, 

An innovation in the procedure for final examination 
of students was introduced. The complete examination 
actually consisted of four sections: 

(1) Following the 15 months of theory study, but 
prior to entering clinical training, the students were given 
a battery of comprehensive written exam‘nations in 
Hebrew. These were in the form of objective examina- 
tions, sub-divided as follows: medical background subjects, 
crafts, and practical application of occupational therapy. 
A committ:e of examiners graded the papers. 

On completion of the training period, the students were 
brought back to Jerusalem from the various units for 
the following examinations: 

(2) Implementation of a specific handicraft project 
in which they were graded for neatness, tempo, care and 
handling of tools and materials, 

(3) A series of occupational therapy “workshops” over 
a period of one week. The student body was divided into 
five groups of four students. Each group was assigned one 
day’s program, to cover a different aspect of occupational 
therapy (general, orthopedic, tuberculosis, children and 
mental). The over-all objective was to present various 
facets of occupational therapy to the medical profession. 
Students were free to use lectures, films, slides, equipment 
and patients for demonstration, The occupational therapy 
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instructors served as a committee to coordinate the week’s 
program and to avoid duplication of media used to con- 
vey the material. The audience consisted of physicians, 
nurses, physical therapists and the incoming occupational 
therapy class. Each day there were discussions from the 
floor conducted by the students in charge of the day’s 
program. 

By their conduct of the workshops, the students showed 
their grasp of the subject matter, the poise and personality 
they had developed in conveying the material to others 
and their resourcefulness in mobilizing available facilities. 
The students felt they had learned a great deal both in 
preparing their own workshops and in observing the other 
groups conduct their programs. 

(4) Setting up of an occupational therapy exhibit for 
the medical and lay public stressing adapted equipment for 
handicapped children and adults, graded activities for 
mental patients, and devices for pre-vocational training 
for long-term patients. 

Of the twenty graduates, ten were assigned to army 
hospitals, five to Hadassah and five to Kupat Cholim in- 
stitutions. The demand from various medical organiza- 
tions for occupational therapy service was so great that a 
second course was started shortly after the completion of 
the first. This second course is being conducted jointly by 
Hadassah, Kupat Cholim and the Health Department of 
the Government of Israel. 

There are at present professionally staffed occupational 
therapy units in some twenty hospitals throughout the 
country, and additional units will be opened when the 
second occupational therapy course is completed. Thus, a 
new service has been provided to help heal the sick, and 
a new profession has been introduced in Israel. 


ETHEL C. BENOR, O.T.R. 


Puerto Rico Rehabilitation 


(Continued from Page 162) 


for the Adult Blind will be to give the student the 
opportunity to discover his abilities, and likes and 
dislikes, in other words, help the individual to 
find himself and be able to make an intelligent 
approach to his life’s work. The objective shall 
further be to train a blind student to attain knowl- 
edge of a vocation and specific skills which will 
enable him to meet the requirements of employ- 
ment in a particular vocation, industrial plant, 
business office or commercial enterprise. 

Every year blindness is forced upon a great 
number of persons through illness, accident, and 
other causes regardless of race, creed, economic or 
social background. A great percentage of the 
people so blinded (especially if they are adults) 
spend months and sometimes years in futile efforts 
to regain their sight. 

We are living in a world which is visually 
oriented and therefore blindness seems to be a big 
burden. As a result of this situation there are mis- 
conceptions about the physical, economic, and 
social aspects of blindness. 

Any rehabilitation plan for an individual de- 
pends for its success on the attitude of the coun- 
selee toward his handicap as well as to the entire 
program of the guidance provided by the agency. 

This is more true in a program for the blind in 
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which a large percentage of the cases have per- 
sonality problems as well as emotional or social 
maladjustment problems to a greater extent than 
any other handicapped individuals. It is our duty 
to help the blind in overcoming those problems 
and maladjustments. This is a long procedure 
which should start before training and be con- 
tinued during training, otherwise the success of 
the rehabilitation plan is very doubtful. 

In trying to train blind individuals in new fields 
of work an intelligent selection of the client is 
most important if we desire a successful outcome 
in the enterprise, success for our client, and another 
open door of work for the blind among the sighted. 

The blind are perhaps the hardest group to re- 
habilitate. It takes time, patience and hard work. 
The blind need training in order to earn a living 
and the public needs education on the potentiali- 
ties and abilities of the blind to do so. We need 
tact in approaching some situations, sometimes 
courage in solving others, but more than anything 
we need understanding, tolerance, patience and a 
great interest in the problems of the blind if we 
want to make the rehabilitation of the blind a 
success. The rehabilitation of the blind is a task 
of months or years rather than a task to be ac- 
complished quickly. 

The aim of modern work with the blind is to 
help each individual lead as normal and active 
a life as he would have if he could see. 


Foot Travel 


(Continued from Page 158) 


squarely against the curb before crossing over. 

When the street has been crossed with the 
cane held in the proper position, the tip of the 
cane will give warning that the opposite curb has 
been reached. When the tip strikes the curb, it 
should be measured as explained before. After 
probing the sidewalk above the curb to make sure 
there is a clear space upon which to step the 
trainee brings himself up onto the sidewalk. Care 
should be exercised at this point so that the trainee 
does not bump into a mailbox, fire hydrant or other 
obstruction normally placed on street corners. 
Upon successfully reaching the opposite curb and 
finding a clear course past the corner the trainee 
is then ready to resume his rhythmical swing of 
the cane and proceed on his journey. 

With proper training and exercising caution at 
intersections a blind person can thus find his way 
about cities and towns with comparative ease and 
safety. Many states now have the so called “white 
cane law” which requires motorists to stop when 
a person with a white cane is crossing a street 
or highway. These laws will no doubt be helpful 
in making walking safer for blind persons, but at 
the same time the blind cannot, because of the 
“white cane law,” suppose that it is safe to cross 


AJOT, V, 4, 1951 


any street at any time, for many motorists are 
not aware of the existence of such a law, and 
others may not be mindful of it at the time. 

This paper has dealt with only a few of the 
main problems of the blind traveling alone with 
the use of the cane. The author does not mean to 
imply that these are the complete answers, nor 
the only answers. It is fully realized that many 
factors have been excluded or not taken into ac- 
count, these were intentionally omitted due to the 
nature of this paper. This was not intended as an 
all-inclusive or conclusive treatise, but was written 
only to fulfill objectives as set forth in the opening 
paragraph. 


Functional Normality 

(Continued from Page 148) 
be needed, part of which the occupational therapist 
can handle although the psychiatric social worker 
may also be needed, is the family. It is important, 
first of all, that the family be taught to guide the 
client. It is important that they rid themselves of 
prejudices about blindness as the patient does him- 

self. The gadgets will help sell them. 

The patient, of course, need not be released from 
treatment without referral to the local resources. 
Agencies however are not always adequately 
staffed to give intensive service immediately and 
it cannot be overstressed that the resources should 
already have been planted for whatever waiting 
there may be. I know one man, for example, 
whose employer offered him any job in the store 
where he had worked for 21 years. Because none 
of the local agencies was prepared to give him 
intensive training in foot travel, he was refusing 
to work and was in fact vegetating for the six 
months he would have to wait. 

The local agencies have much to offer and some 
of it can be made available immediately. Where 
blindness means vocational reorientation, funds 
are available for trade school, college or university. 
Home teaching services are available whereby the 
patient can be given additional help in home, work, 
and community adjustment; and trained social 
work help can be had where needed. 

I have tried to indicate the need for help to the 
patient, regardless of prognosis, as soon as he can’t 
see. The occupational therapists in the hospital 
should be called on for the kind of practical help 
that should be forthcoming. Case work may also 
be necessary, but the case worker is usually not 
trained in the direction of practical applications. 

I also wish to emphasize the varied ways in 
which it is possible to help restore the blind to 
functional normality. The American Foundation 
for the Blind stands ready to help the individual 
tackle any specific technical problem or obtain 
needed services. 

All technical aids mentioned in this article may 
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be obtained from the American Foundation for the 
Blind, 15 West 16th Street, New York City. Write 
for catalogue: Tools and Aid for the Blind. Ten 


cents. Description and price of each article in- 
cluded. 


DELEGATES 
DIVISION 


HAWAII 
Delegate Reporter, Jean Schrader 

__ The programs for the meetings of the Occupational 
Therapy Association of Hawaii were interesting and in- 
formative—some of the best that we have had. This has 
been the year to tour newly established and renovated 
facilities: The Lanakila Craft Shop, provided as part of 
the rehabilitation program for arrested tuberculous pa- 
tients; the occupational therapy shop at Hale Mohalu, 
the receiving and treatment center for Hansen’s disease 
patients; Goddard Building, a new treatment center at 
the Territorial Hospital (for psychiatric patients); and 
the new hospital building at Waimano Home (for the 
mentally deficient). 

One of the most interesting meetings was a clinic on 
Hansen’s disease conducted by Dr. Grace Hedgecock, Medi- 
cal Director of Hale Mohalu. 

Planning the booth (which we shared with the P. T. 
Association) for the 49th State Fair; making a change in 
the scholarship from $1,000 loan to a $300 grant and a 
$700 loan; launching what proved to be the most success- 
ful calendar sale so far (1008 sold); granting scholar- 
ships to two students, Miss Jean Fukuda and Mr. Satoru 
Izutsu, instead of one were the main items taken up in 
the business meetings. 

This has been a year of much changing of officers: 
Aileen Lau left to attend the course at C.R.I, and Jeanne 
Kawamura was treasurer until January when she left to be 
married, Then Gyneve Andrews, now Mrs. Wong, took 
over. Phyllis Curyea was secretary until August when her 
husband was transferred to the mainland and Geraldine 
Tom took over. 

The present officers are: 

President . Mrs. Bernadette Young Lau 

Vice-President Mrs. Eleanor Brodsky 

Secretary. Miss Geraldine Tom 

Treasurer Mrs. Gyneve Andrews Wong 

Delegate , Mrs. Jean Walworth Schrader 

Alternate Delegate Captain Frances Miller 


GEORGIA 
Delegate-Reporter, Martha Schnebly, O.T.R. 

G.O.T.A. was born in November of 1948 in Augusta, 
Georgia, where sixteen O.T.’s attended the meeting of the 
Georgia Chapter of the Physical Therapy Association. 
Following an excellent presentation of heavy resistive ex- 
ercises by Dr. DeLorme, our organizational meeting was 
held and a constitution committee appointed by the acting 
president, Miss Gertrude Murry, Lawson V.A. Hospital. 

G.O.T.A. is quite small for a one year old, for we 
have only 12 active members and two asociates. We aver- 
age about eight members for our meetings. Our losses as 
you can tell have been larger than our gains in member- 
ship, but we are keeping up our quality if not our quan- 
tity. 

G.O.T.A, has had excellent food to grow on, for we 
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have held joint meetings with the Georgia physical thera- 
pists and their number makes it possible to invite good 
speakers. In April of 1950 we had talks and demonstra- 
tions on the treatment and rehabilitation of cerebral palsy 
with Dr. Harriet Gillette as guest speaker. In June, we 
went to Warm Springs, and saw an outstanding movie on 
the function of the hand accompanied by a talk by the 
producer and author of the film, Dr. Eiler, then on the 
staff of Warm Springs. In November, Dr. Robert L. Ben- 
nett presented his movie and talked on function training. 
This program primarily concerned poliomyelitis but could 
be related to many physical disabilities. January 1951, the 
P.T.’s, O.T..’s, and allied medical groups attended the 
evening meeting of the Brace Maker’s Association, which 
was held in Atlanta. The meeting presented a panel of 
doctors discussing the proper fitting and function of braces. 

G.O.T.A.’s first official step was taken in October of 
1950 when her constitution gained conditional acceptance 
in the American Occupational Therapy Association. The 
constitution has since been revised and we hope for a 
complete recognition this year. 

G.O.T.A. has had her first word by doing some local 
recruiting through the high school’s vocational guidance. 
Several members have talked to classes visiting the hos- 
pitals, some have gone to the schools to present the mater- 
ial, and exhibits have been entered at the state meetings of 
tthe Cerebral Palsy Parent’s Association. 

G.Q.T.A. had her first outing in August, 1950 when we 
had a swim and barbeque on Silver Lake of the University 
of Oglethorpe. Husbands and wives helped to swell the 
crowd to eighteen. 

Our first year shows small beginnings but we hope it 
leads to a bright future. 


OFFICERS 
President .............. Miss Martha Schnebly, O.T.R. 
Delegate ................ Miss Jean McPhaul, O.T.R. 
Miss Irene Perkins, O.T.R. 
e 


NORTHERN NEW ENGLAND 
Delegate-Reporter, Eileen Dixey, O.T.R. 


The Northern New England Occupational Therapy 
Association is formed by members in Vermont, Maine and 
New Hampshire so that the meetings are held in different 
areas every three months in order that all the members will 
have an opportunity to attend the meetings. We have four 
meetings each year, with an average attendance of 20 
members of the 40 active and associate members. 

The September, 1950, meeting was held at the New 
Hampshire State Hospital in Concord. Dr. John Smalldon, 
superintendent of the State Hospital welcomed the group. 
Reverand William Andrew, Protestant chaplain at the 
hospital spoke on the relationship between mental illness 
and Christian faith. 

The December, 1950, March and June, 1951, meetings 
were devoted to the coming convention. These meetings 
were held at the Portland Rehabilitation Center, So. Port- 
land, Maine; Portsmouth Rehabilitation Center, Ports- 
mouth, New Hampshire, and to keep the meeting in a 
central area so that more could attend as it was our last 
before the convention we gathered at the Portland Rehabil- 
itation Center. 

We of the Northern New England Occupational Ther- 
apy Association do hope to see you all at the convention 
Sept. 8-15, Wentworth-by-the-Sea, Portsmouth, New 
Hampshire. 

Don’t forget, Sept. 8-15, 1951 
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OFFICERS 

Alt. Delegate .....55..5. Eleanora Chernewski, O.T.R. 

MISSOURI 


Delegate Reporter, Agnes F. Rickman, O.T.R. 


The occupational therapists of Missouri enjoyed one 
of the most delightfully stimulating years in their history. 
At the first meeting in September each member was given 
an attractive booklet listing the officers and standing com- 
mittees and containing the year’s program. Also included 
were the names, telephone numbers and places of employ- 
ment of the members. 

One of the outstanding programs was a combined 
physical therapy-occupational therapy meeting at which 
Miss Dorothy Britton of the Central Institute for the 
Deaf, discussed the rehabilitation of aphasics. 


The highlight of the year was the tri-state meeting 
held in April, with the groups from Tennessee and Iowa 
meeting with the occupational therapists of Missouri. The 
program committee mailed each member a map of St. 
Louis to guide the “out-of-towners.” This included the 
program for the entire weekend. 

The festivities began with an “open house” at the 
department of occupational therapy, Washington Uni- 
versity School of Medicine. This was planned so the 
visitors could meet St. Louis members and friends. 


From the tea the group went directly to Firman 
Desloge Hospital where Dr. D. Elliott O’Reilly, Director 
of Rehabilitation, St. Louis University School of Medi- 
cine, presented a program entitled Rehabilitation in a 
General Hospital. The program included pictures and 
patient demonstrations. Following a dinner at the For- 
est Park Hotel, a rare treat was afforded the group in 
the program at McMillan Hospital given by Dr. D. Wells 
Goodrich, Research Fellow in Psychosomatic Medicine, 
Washington University School of Medicine. His subject 
was Methods of Research in Psychiatric Occupational 
Therapy, based on his research project being carried on 
at McMillan Hospital. 

April was the banner month from the standpoint 
of publicity. The exhibit at the St. Louis Public Library 
attracted much favorable comment. The library was most 
generous in furnishing space for the entire month of 
April. Projects and photographs were assembled to show 
training and treatment. Forty thousand persons visited 
the exhibit according to the estimate given by the library. 
Articles appeared in the newspapers on the tri-state meet- 
ings, the motion pictures and lectures given at the library 
in conjunction with the exhibit. The recruitment committee 
was able to secure time on two radio stations for “spot” 
announcements and for an interview type program en- 
titled Occupational Therapy as a Professional Career. 

This successful year was concluded with the annual 
meeting on May 10, 1951, at which time the association 
members were guests at a supper at St. Mary’s Hospital 
given by Sister Vivian and her staff. The new consti- 
tution was ratified and officers elected for the year of 
1951-52, as follows: 


Miss Elizabeth Waller, O.T.R. 
Vice President ...... Miss Erna Rozmarynowski, O.T.R. 
a, Miss Patricia Truchon, O.T.R. 
Agnes F. Rickman, O.T.R. 
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MID-YEAR MEETING OF THE BOARD OF 
MANAGEMENT 


AMERICAN OCCUPATIONAL THERAPY 
ASSOCIATION 
Schroeder Hotel, Milwaukee, Wisconsin 
Sunday, April 15, 1951 

Roll Call and Proxies 

Members Present: Miss Ella Fay 
Mrs. Winifred C. Kahmann Miss Eleanor Schreyer 
Miss Helen S. Willard Proxies Held For: 

Miss Marjorie Taylor Dr. William R. Dunton 
Miss Clare S$. Spackman Miss Marion Davis 

Miss Margaret Gleave Miss Carlotta Welles 

Miss H. Elizabeth Messick Dr. Walter E. Barton 
Miss Patricia Exton Mrs. Blanche Ringel 

Lt. Col Ruth A. Robinson Miss Elizabeth Withers 
Sister Jeanne Marie Not Represented: 

Dr. Catherine Worthington Dr. Arthur C. Jones 

Miss Violet Corliss Dr. M. G. Westmoreland 
Mrs. Veronica Dobranske Dr. Freemont A. Chandler 

The resignation of Mrs. Blanche Ringel was noted. 

Minutes of the Previous Meeting. ‘The minutes of the 
annual meetings held at the Hotel Colorado, Glenwood 
Springs, Colorado on October 16 and 19, 1950 were ac- 
cepted as distributed by mail. 

Report of the Executive Director, Since a complete re- 
port was distributed to all Board members prior to the 
mid-year meeting, only a minimum of detail is included in 
these minutes. : 

The revised and edited manuscript of the Manual on the 
Organization and Administration of Occupational Therapy 
Departments has been accepted for publication by the Wil- 
liam C. Brown Co. of Dubuque, Iowa. It is expected that 
copies will be available in early June at approximately 
$1.75 each. 

The project undertaken to develop “Standard Plans for 
O.T. Departments” was reported as nearing completion. 
Pursuant to the Board’s instructions at the annual meeting, 
the architect’s plans were submitted to the Hospital Facili- 
ties Division of the U.S. Public Health Service and tenta- 
tive approval received. Also at the suggestion of the 
Board, the American Hospital Association was contacted 
to see if they would undertake publication of these ma- 
terials in a pamphlet similar to their 1949 Essentials of a 
Hospital Department—Physical Therapy. Since their reply 
indicated that such would require considerable further 
discussion, meetings, consultation and approval of other 
groups, our original plan to publish the material in 
HOSPITALS was re-initiated. Present indications are that 
publication will be in one of the summer issues, the month 
depending on when the committee and the architect com- 
plete their work, Distribution of this material to all ac- 
credited hospitals with a flyer to the effect: “Here is a 
yardstick—How do you measure up?” was recommended 
by the Board. The purchase of 5000 reprints was author- 
ized. 

Publication of the Newsletter on a monthly basis, as 
recommended by the House of Delegates and approved by 
the Board, has been routine since the January, 1951 issue. 
Rather than experiencing a dearth of material, it has often 
been difficult to get all material in a 2-page issue. 

Publicity and recruitment efforts have continued on 
national, state and local levels. The amount of reprint 
material (brochures, lists of schools, letters to vocational 
guidance personnel, envelopes for mailing, etc.) essential 
to conduct such an extensive program has been expensive 
and, at the mid-year point, nearly exceeded the appropria- 
tion authorized for the year ($2000.00). Every effort 
will be made to keep these expenses at a minimum for the 
remainder of the fiscal year, but it was agreed that re- 
cruitment activities could not at this time be cut. Since the 
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Association cannot entirely finance free distribution of 
large quantities (60,000 copies) of the brochure, the 
Board voted a policy of distributing only 500 free to each 
school, and charging for additional quantities at cost. 

All known foreign O.T. associations have been contacted 
relative to the formation of an International Association of 
Occupational Therapists and have replied with affirmative 
interest. The President appointed a committee to handle 
further business connected with the proposed organization 
(such as the writing of a constitution, etc.), It was also 
voted to request Miss Elizabeth Clark, O.T.R., now in 
England, to act as official A.O.T.A. representative at the 
international meeting of O.T.’s to be held in Stockholm, 
Sweden, in September, 1951 (in conjunction with the 
meeting of the International Society for the Welfare of 
Cripples). 

The Board confirmed Association policy in opposition to 
the licensing of occupational therapists as established in 
the Executive Director’s column of the April, 1951, 
A.J.O.T. Instead of licensing, the Association recommends 
registration, which is the establishment of professional 
qualifications. The model bill available from the National 
Office (written by A.M.A. legal counsel) concerns regis- 
tration rather than licensing. 

An application for financial assistance with the Associa- 
tion’s publicity and recruitment program was submitted to 
the National Foundation for Infantile Paralysis in 
January, 1951. Miss Worthingham reported at the meet- 
ing that the Foundation’s advisory committee, although in 
sympathy with our Association’s problems, did not feel 
that recruitment was principal among them. She reported 
that the committee expressed criticism of our present edu- 
cational pattern, particularly in the lack of basic science 
training, and of the resulting lack of our qualification to 
work in the field of physical disabilities. It was therefore 
suggested that a new proposal outlining a program of 
curriculum investigation be submitted for the Foundation’s 
further consideration. The Board empowered the Execu- 
tive Committee to do so before July 1, 1951, 

Miss West further reported on A.O.T.A.’s traveling 
exhibits. The present exhibit has now been in nearly con- 
stant circulation for 2 1/2 years and has been shown at 
10 O.T. Schools, 3 college vocational conferences, 2 
academies of science, 7 medical and allied conventions, and 
a series of high schools in Wisconsin, the latter by arrange- 
ment of the Milwaukee Downer O.T. Club. Since the 
exhibit has not been farther west than Kansas nor farther 
south than Washington, D.C., increased effort will be made 
to schedule it for western and southern showings. In the 
meantime, a new exhibit has been developed to feature 
training, rather than clinical O.T. as does the other 
exhibit, in order to provide pertinent material for recruit- 
ment. The remaining unmet need is for a good technical 
exhibit suitable for showing at A.M.A., A.H.A. and other 
medical meetings. Because of lack of funds, no action 
in this direction could be taken at the present time. 

The 1951 Yearbook was off the press and in the mails 
to the membership in mid-April, thus setting a record for 
early publication and proving the advantage of advancing 
dues deadline dates from January 31 to the previous 
November 30th of each calendar year. Miss West also 
reported that a standard operating procedure has been 
written and should greatly facilitate publication of future 
editions. 

The report of the Executive Director was accepted with 
appreciation, 

Report of the Treasurer. Financial statements for 
general and educational funds were distributed to the 
Board in advance of the meeting. These were discussed 
and interpreted by Miss Spackman. She noted that while 
nearly every area of our activity has suffered increasd 
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expense of operation due to mounting costs of all supplies 
and services, Association income has reached a plateau due 
to the fact that attrition cancels out increases in number 
of members and therefore amount of income. Although 
the budget for the remainder of the fiscal] year is theoreti- 
cally balanced, there is some question as to whether we 
will realize this income estimated and whether expenses can 
be kept within the income. 

In view of this situation of mounting expenses in the 
face of stabilized income, it was proposed that considera- 
tion be given the question of raising national membership 
dues from $8.00 to $10.00 per year. The Board referred 
this question, through the Speaker, for presentation to the 
House of Delegates and requested discussion in state 
associations preparatory to a vote to be taken at the 
annual meeting in September. 

A question was raised concerning responsibility of the 
local convention committee in assuming convention ex- 
penses. It was voted that such expenses should be restricted 
to whatever entertainment of the national group the 
local committee wishes to provide. All other expenses of 
the convention are paid by the National Association. 

It was suggested that personnel policies be written for 
the A.O.T.A. office staff. These policies are to include for 
each position, salary ranges (minimum to maximum), sick 
leave, holidays, paid vacation and related considerations. 
The Executive Director was instructed to prepare such 
statements for subsequent approval by the Board and, in 
the future to provide each employee with a copy prior to 
acceptance of a position. 

The Board also authorized the Executive Director to 
effect a mark-up on several items of A.O.T.A. literature 
in order to help finance costs of reprints, Particular refer- 
ence was made to the Curriculum Guide, Director’s Guide 
and other educational materials. 

The report of the Treasurer was accepted with appre- 
ciation. 

Report of the Speaker of the House of Delegates. Miss 
Faye reported that copies of the revised Formation and 
Function and the Constitutional Guide were mailed to all 
delegates subsequent to the 1950 annual meeting. The 
Handbook for Delegates needs further revision and must 
be presented for ratification at the 1951 meeting of the 
House. 

Because of the many considerations concerning the ques- 
tion of monthly publication of A.J.O.T. and the question 
of bi-annual meetings, the Speaker sent a letter to each 
delegate, outlining the questions to stimulate the thinking 
of each association and make sure that this matter could 
be fully discussed at the next annual meeting. Twenty 
associations sent in some comments pro and con and others 
stated that further discussion was necessary. 

Prior to March 30, revised constitutions have been re- 
ceived from 23 state associations and the remaining 9 
associations have not reported. It was voted that all con- 
stitutions must be accepted by the House before July Ist 
in order to seat the delegate at the annual meeting in 
September. 

Two new state associations are seeking affiliation with 
the A.O.T.A. House of Delegates: Florida and Nebraska. 
Complete information has been sent to both groups as well 
as an offer of assistance in setting up their constitutions. 

The resignation of Mrs. Blanche Ringel as delegate 
from the New York O.T. Association and as Vice-Speaker 
of the House was noted, 

No suggestions for new questions to be placed on the 
agenda of the fall meeting have as yet been received 
from any of the state associations. 

The Speaker’s report was accepted with appreciation. 

Report of the Education Office. In the absence of a 
field secretary, Miss West prepared and distriubted to the 
Board in advance of the mid-year meeting a detailed re- 
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port of the activities of the 
October, 1950 to March, 1951. 
summarized as follows: 

Further development of the project to build student 
selection instruments (as financed by the Grant Founda- 
tion) has comprised the major portion of Education Office 
activities. The first experimental forms developed in con- 
nection with this project were administered by mail to 340 
practicing occupational therapists during October, 1950. 
The test forms were arranged in 7 parts and contained a 
total of 964 items covering biographic, adjustment (emo- 
tional, social, mental and physical), interest, and ancillary 
areas. 

The 340 O.T.’s were asked to participate in the experi- 
mental tryout: (1) to establish a curve of responses 
typical of practicing therapists, and (2) to determine the 
discriminative power of the various items, Of this number, 
104 were in the group practicing between 5 and 10 years 
and 236 in the group having less than 3 years experience. 
An 81% response was received from the older group and 
a 69% response from the younger group. 

During December, January and February, all seven 
parts of the selection instruments were item-analyzed and 
interpretive data secured. The required cross-checks have 
not as yet been completed, but it appears at this time that 
sufficiently discriminating material can be obtained from 
the original forms to warrant further validation of the 
revised forms. The next group on which the tests will 
be “tried out” will be O.T. graduates in their first and 
second years “on the job.” The final step will be valida- 
tion of the instruments with students in their senior year 
and in clinical training. Excellent cooperation from the 
field has been received in every phase of the project to 
date and semi-annual progress reports have been made to 
the Grant Foundation. 

The topic chosen for the 1951 Institute is “How to 
Read, Write and Understand Medical Literature” and 
Miss Marion Easton has accepted chairmanship. Pre- 
liminary plans were well under way by the time of the 
mid-year meeting and it is believed that this topic can be 
worked into a most interesting and valuable subject for 
Institute presentation. Following the recommendation of 
the permanent conference committee after the 1950 con- 
vention, the Standard Operating Procedure for Institute 
Planning was combined with the $.0.P. for Convention 
Planning so that the two procedures are now correlated. 

In February 1951, the A.M.A.’s Council on Medical 
Education and Hospitals sent to every medical school in 
the United States a letter encouraging the establishment of 
additional training facilities for physical and occupational 
therapists. Dr. Arestad, Associate Secretary of the Coun- 
cil, reported at the education meetings that 66 of the 72 
schools had replied to date, 12 of which expressed interest 
and intention of investigating further the possibility of 
so doing. 

The Education Office report was accepted with appre- 
ciation. 

Report of the Education Committee. Miss Willard re- 
ported that 18 of the 25 O.T. schools were represented at 
the mid-year Education Committee meeting. 

The joint Education Committees (Schools and Cur- 
riculum plus Clinical Training) voted: (1) to continue 
the special courses. for industrial and manual arts per- 
sonnel established at three schools in September, 1950; and 
(2) to recommend to the A.M.A. that, with some changes 
in title and theory courses, the program of the Alverno 
College of Music be approved as a course in occupational 
therapy with a major in music. 

Pursuant to approval of the Board at the October, 1950 
meeting, the A.O.T.A. president wrote a letter to the 
Army Surgeon General recommending the establishment of 
government-subsidized, intensive training courses as the 
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Education Office from 
That report may be 


solution to meeting personnel needs in the military serv- 


ice. Further action effecting such courses was delayed 
pending clarification of A.M.A. approval. Dr. Arestad 
reported that the Council on Physical Medicine and Re- 
habilitation did not approve the course as outlined by the 
A.O.T.A. and would submit a counter-proposal, This will 
be considered when received. In the meantime, Dr. Are- 
stad presented a third proposal for discussion by the Edu- 
cation Committee. This plan suggested accreditation by 
the A.M.A, of the Army’s Medical Field Service School 
(at Brooke Army Medical Center) for occupational 
therapy training. Under such a plan, Brooke and other 
Army hospitals would provide all the required clinical 
training and would have an affiliation with established 
schools of occupational therapy for the didactic portion of 
training. Discussion of this possibility raised several prob- 
lems and further action was postponed pending receipt of 
the proposal of the Council on Physical Medicine and Re- 
habilitation. 

The joint committee further voted a_ resolution that 
occupational therapists “watch their language” in an 
effort to curb present indiscriminate use of the word 
“therapy” in connection with every new adjunctive service 
in hospitals. It was pointed out that this term should be 
used only to refer to treatment given by persons with 
recognized medical training, 

In separate session: ‘The Sub-Committee on Clinical 
Training voted that a letter be sent to all clinical training 
centers further clarifying the rating process and pro- 
cedures and urging that all students be rated at the mid- 
point, as well as at the end, of each training period; and 
the Sub-Committee on Schools and Curriculum approved 
a “Proposed In-Service Training Program for Aides in 
Tuberculosis Hospitals” (submitted by the Leahi Hos- 
pital, Honolulu, T.H.) that parallels a program of similar 
title established for psychiatric hospitals in 1949. 

The Education Committee report was accepted with 
appreciation, 

Report of the Committee on Research and Application. 
Sister Jeanne Marie, chairman of one of the sub-com- 
mittees of this group, reported for Miss Rood. She 
commented on a research project carried out last summer 
at Hines V.A. Hospital which illustrated the benefits of 
closer cooperation between a school and its clinical train- 
ing centers. The following were noted as some of the 
current projects of the committee: a bibliography on re- 
search in O.T., an index of research studies completed by 
O.T. master’s degree candidates, a listing of research 
projects now in progress by all O.T.’s, and the preparation 
of teaching units in two areas of O.T. (additional units 
to be sought). 

The report of the Research and Application Committee 
was accepted with appreciation, 

Report of the Permanent Conference Committee. Miss 
Davis reported that plans of the Northern New England 
O.T. Association, local hosts for the 1951 convention, 
were progressing nicely and that a tentative program had 
already been submitted. Publicity has been sent to A.J.O.T. 
and preliminary programs will be distributed to the mem- 
bership in May or June, Twenty-one booths have already 
been reserved by commercial exhibitors and the Win-Deco 
Display Co. of Boston has contracted to furnish booths. 

The Minnesota O.T. Association declined to be hosts to 
the 1952 convention. The following possible sites were 
considered: Milwaukee, Chicago, Mackinac Island (Mich- 
igan) and Cleveland. The Board voted to select Milwau- 
kee and the Wisconsin O.T. Association subsequently sub- 
mitted a formal invitation to the National group. The 
Schroeder Hotel will be convention headquarters and 
Milwaukee’s auditorium will probably be used for exhibits 
and meetings. Probable dates: August 12, 13, 14. 
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For the 1953 convention, efforts are being made to effect 
arrangements with a hotel in Houston, Texas, Dates re- 
quested: October 17-24 or 24-31. The 1954 convention, 
having previously been approved for the Shoreham Hotel 
in Washington, D.C. needed no further discussion. An 
invitation from the Northern California O.T. Association 
to hold the 1955 convention in San Francisco was discussed 
but not acted upon. 

The report of the Permanent Conference Committee was 
accepted with appreciation. 

Report of the Legislative and Civil Service Committee. 
Miss Ackley’s written report, read in her absence, noted 
that this committee had not been very active since the last 
report in October, 1950. Several conferences have been 
held with the psychiatric O.T. consultant from Pennsyl- 
vania relative to new job classifications and salary ranges 
for positions in that state, Letters have also been received 
from Puerto Rico and Hawaii, where efforts are also being 
made to reclassify O.T. positions and improve salary 
ranges. One conference was also held with a representa- 
tive of the Connecticut O.T. Association regarding licens- 
ing of occupational therapists in that state, The matter 
was referred to the National Office for more tanglible 
assistance than could be offered by the committee pending 
establishment of A.O.T.A. policy on licensing. 

The Legislative Committee’s report was accepted with 
appreciation. 

Report of the Registration Committee. This report was 
also given by Miss West in the absence of an educational 
field secretary who is, ex ofhcio, Chairman of Registration. 

The Registration Committee met 7 times between Sep- 
tember, 1950 and April, 1951. A major part of its time 
was spent in re-allocating the 450 items in present exams 
and approximately 150 in the pool in accordance with 
the new Curriculum Guide. 

The June, 1950 exam, although slightly more difficult, 
showed less spread than usual, which may mean more 
teaching fo the content. Clinical training averages were 
also getting higher and showing less spread. For the 
February, 1951 exam, studies have been made of ratings 
secured on the old report form and those obtained on 
the new form. Analyses reveal wide discrepencies in 
the rating process and a low correlation which suggests 
quite a disregard for the spirit and law of ratings. Over- 
rating is very pronounced, with anywhere from 60 to 82% 
of the students being rated on the upper third of the scale. 
These data prove again the very great need for more and 
better orientation of the clinical training raters to proper 
ratings. 

The Registration Committee decided to use a vocabu- 
lary test in conjunction with the February, 1951 registra- 
tion exam. This was voted in order to determine the re- 
iationship between exam scores and vocabulary, with a 
view toward helping schools in (1) selection (if vocabu- 
lary is poor and exam grades are poor) and (2) instruc- 
tion (if vocabulary is good and exam grades are poor). 
Since not all schools had a representative number of stu- 
dents taking the February exam, the Registration Com- 
mittee again authorized use of the vocabulary test in con- 
junction with the June, 1951 exam. After studies have 
been completed on both groups, a report to the schools 
will be made in connection with a report on exam achieve- 
ment. 

The February, 1951 exam was administered to 204 
candidates. The “new” half used in February for the 
third time, now shows only a 5-point discrepency in aver- 
age score with one of the other parts. The correlation of 
80 between the two parts shows that the exam is still 
“holding up” nicely. 

The intensive drive for items for a fourth new part 
was started in February and is proceeding fairly satis- 
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factorily. After revision of existing parts for the June 
administration, much of the Committee’s time will be 
spent in reviewing and approving items for the fourth 
new part. 

The Registration Committee’s report was accepted with 
appreciation. 

Report of the Committee on Recruitment and Publicity. 
Miss Wilson’s written report was read to the Board, It 
was noted that the national committee, through its local 
groups, was making use of all usual recruitment and 
publicity media. Since no new projects were suggested, it 
was agreed that work should continue along present lines, 
but with greater efficiency because of the year’s experience. 

Copies of a “how-to-do-it” book for the non-profes- 
sional publicity chairman entitled, Js Your Publicity Show- 
ing? were distributed to all local chairmen. A persistent 
effort to clear out non-functioning local chairmen brought 
in a few resignations, but a more effective working body. 

Twenty-six of the 45 affiliated local R. & P. groups re- 
ported at the mid-year the following total activities: 12 
canvasses of schools and colleges, 184 engagements by 
speaker’s bureaus, 18 radio and 15 television broadcasts, 
57 items of newspaper and magazine publicity, participa- 
tion in 16 career days, 4 window displays, 13 library and 
13 vocational guidance counselor contacts, the production 
of 3 sets of films and slides. Funds contributed by local 
associations and individuals ranged from $10 to $100 and 
totalled $184 by March, 1951. 

Although the activities of this committee have necessarily 
been restricted because of insufficient funds, it was. felt 
that the $5,000.00 spent by A.O.T.A. to date was more 
than justified by results in increased awareness of occu- 
pational therapy and gains in school enrollments. 

The report of the Recruitment and Publicity Committee 
was accepted with appreciation. 

Report of the Editor of A.J.O.T, Mrs. Murphy again 
requested the Board to consider monthly publication of 
the magazine. She pointed out the increased prestige of 
more frequent publication and the greater possibility of 
getting advertisements for 12 issues per year. Since this 
question is bound up with the projected raise in member- 
ship dues, it was also referred through the House of 
Delegates for discussion in state and regional associations. 

A recent achievement of the magazine is its listing in 
Standard Rate and Data, the advertiser’s Bible and quite 
an exclusive publication. 

Mrs. Murphy also reported that, since there had been 
some criticism from authors of the cost of reprints, she 
wished to state the costs and explain the reason for them. 
The following prices were given for 4-page reprints: 50 
copies—$13.00; 100 copies—$13.70; 200—$15.70; 250 
—$16.70; and 500—$20.00. These prices prevail because 
(1) the magazine is printed on 8 and 16-page forms in 
order to economize on general publication costs; (2) there 
is therefore no sequence in the magazine form and a 
special reprint form has to be made up. 

An increase in the salary of the Editor’s secretary was 
voted by the Board, 

The report on A.J.O.T. was accepted with appreciation. 

Other Business 


1. The applications and credentials of candidates for 
the position of Executive Director were presented 
and discussed by the Board. Miss Marjorie Fish was 
the unanimous selection of the Board and her ap- 
pointment was confirmed, effective September 4, 
1951. 

2. An increase in the salary of the Executive Director’s 
secretary was approved by the Board to be effective 
May 1. 

3. The question of authorizing an automobile insignia 

for occupational therapists, postponed from the 


October, 1950 meeting, was again brought up for 
Board vote. It was disapproved because of the 
difficulties inherent in controlling production and 
distribution of such emblems, A commercial sup- 
plier of physical therapy equipment was cited as 
currently producing and distributing, without refer- 
erence to registry qualifications, such insignias. 

4. The request of one of our state O.T. associations to 
sell the Pledge and Creed of Occupational Thera- 
pists at a profit was disapproved. 

There being no other business, the mid-year meeting 
of the American Occupational Therapy  Association’s 
Board of Management was adjourned at 7:00 P.M. 

Respectively submitted, 


WILMA L. WEST, O.T.R. 
Executive Director. 


The colored film on the Cerebral Palsy Nursery School 
of the St. Paul Rehabilitation Center, which was shown at 
the occupational therapy convention last year, is ready for 
public use. 

The film has been named “Peeking In” and there has 
been some explanatory titling done on the duplicate film. 

The fee for loan will include postal and insurance 
charges plus fifty cents ($ .50) per day rental charges. 
The rental charges begin with the outgoing postmarked 
date from St. Paul to and including the return postmarked 
date from your station. The film must be insured each 
way. 

If you wish to receive this film, write to the St. Paul 
Rehabilitation Center, 279 Rice Street, St. Paul, Minn., 
giving the dates you desire the film. Your request will be 
cared for as promptly as possible. 


Georgia Warm Springs Foundation 
GRADUATE COURSE 


Physical Therapy and Occupational 
Therapy in the Care of Poliomyelitis 


This course is open to graduates of approved 
schools in physical therapy and occupational therapy. 
Such graduates must be members of the American 
Occupational Therapy Association, the American 
Physical Therapy Association and/or the American 
Registry of Physical Therapists. 


Tuition: None. For scholarship to cover transpor- 
tation and maintenance, contact National Founda- 
tion for Infantile Paralysis, 120 Broadway, New 
York 5, New York. 


Entrance Dates: First Monday in January, April, 
July and October. 


Duration of Course: 
two parts: 


Part 1. Over-all care of convalescent polio 
with particular emphasis and special training 
in muscle testing and muscle reeducation. 

Part II. Particular emphasis and special train- 
ing in functional testing and functional re- 
training. 


Each part lasts three months and only selected 
students who have completed Part I will be ad- 
mitted to Part II. All students applying for Part I 
— hd willing to remain through Part II if 
selected. 


The Course is divided into 


For Information Write: 
ROBERT L. BENNETT, M.D. 


Georgia Warm Springs Foundation 
WARM SPRINGS, GEORGIA 
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Schools Offering Courses in Occupational Therapy 


Boston School of Occupational Therapy, Affiliated with Tufts College, 7 Harcourt St., Boston, Mass. 
Mrs. John A. Greene, President 


Colorado Agricultural and Mechanical College, Fort Collins, Col. Asst. Prof. Helen Tobiska, OTR, 
Director of O.T. 


Columbia University, College of Physicians and Surgeons, 630 W. 168th St., New York 32, N.Y. 
Miss Marie Louise Franciscus, OTR, Acting Director of O.T. 


Iowa State, University of, College of Liberal Arts and College of Medicine, Iowa City, Iowa. Miss 
Marguerite McDonald, OTR, O. T. Supervisor 


Illinois, University of, College of Medicine, 1853 West Polk St., Chicago 12, Ill. Assoc. Prof. Beatrice 
D. Wade, OTR, Director of O.T. 


Kalamazoo School of Occupational Therapy, Western Michigan College of Education, Kalamazoo 45, 
Michigan. Assoc. Prof. Marion Spear, OTR, Director of O.T. 


Kansas, University of, School of Occupational Therapy, Lawrence, Kansas. Asst. Prof. Nancie B. 
Greeman, OTR, Director of O.T. 


Michigan State Normal College, Ypsilanti, Michigan. Asst. Prof. Gladys Tmey, OTR, Supervising 
Director of O.T. 


Mills College, Oakland 13, Cal. Mrs. Elsa H. Hill, M.A., OTR, Director of O.T. 


Milwaukee-Downer College, 2512 E. Hartford Ave., Milwaukee 11, Wis. Prof. Henrietta McNary, 
OTR, Director of O.T. 


Minnesota, University of, School of Medicine, Minneapolis, Minn. Miss Borghild Hansen, OTR, 
Director of O.T. 


Mount Mary College, Milwaukee 13, Wis. Sister Mary Arthur, OTR, Director of O.T. 


New Hampshire, University of, College of Liberal Arts, Durham, N.H. Asst. Prof. Doris F. Wilkins, 
OTR, Supervisor of O.T. 


New York University, School of Education, Washington Square, New York 3, N.Y. Miss Frieda 
Behlen, OTR, Director of O.T. 


Ohio State University, College of Education, Columbus 10, Ohio. Prof. Martha E. Jackson, OTR, 
Chairman, O.T. Dept. 


Philadelphia School of Occupational Therapy, Affiliated with U. of Pa. 419 South 19th Street, 
Philadelphia 46, Pa. Miss Helen S. Willard, OTR, Director 


Puget Sound, College of, N. 15th and Warner St., Tacoma 6, Wash. Miss Edna-Ellen Bell, OTR, 
Director of O.T. and Rehabilitation 


Saint Catherine, College of, St. Paul 1, Minn. Sister Jeanne Marie, OTR, Director of O.T. 
San Jose State College, San Jose 14, Cal. Asst. Prof. Mary Booth, OTR, Director of O.T. 


Southern California, University of, College of Letters, Arts, and Sciences, Box 274, Los Angeles 7, 
Cal. Prof. Margaret Rood, OTR, M.A., Director of O.T. 


Texas State College for Women, Dept. of Art, Denton, Texas. Assoc. Prof. Fanny Vanderkooi, M.A., 
Supervisor of O.T. 


Toronto, University of, Dept. of University Extension, Toronto, Canada. W. J. Dunlop, B.A., B. Paed, 
LL.D., Director of O.T. Course 


Washington University, School of Medicine, 4567 Scott Ave., St. Louis 10, Mo. Prof. Sue Hurt, OTR, 
Director, Dept. of O.T. 


Wayne University, College of Liberal Arts and College of Education, Detroit 1, Michigan. Asst. Prof. 
Barbara Jewett, OTR, Director of O.T. 


William and Mary, College of, Richmond Professional Institute, 901 W. Franklin St., Richmond 20, Va. 


Wisconsin, University of, School of Medicine, 1300 University Ave., Madison 6, Wis. Asst. Prof. 
Caroline G. Thompson, OTR, Director of O.T. 
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MEMBERS OF THE HOUSE OF DELEGATES 


Speaker of the House - - - - Ella Fay, O.T.R. 
Vice-Speaker --------- Dorothy Wirt, O.T.R. 
Secretary --------- Naida Ackley, O.T.R. 


July 1948—July 1951 
California, Northern 
Miss Louise Burton, O.T.R. 
1607 Oxford Way 
Stockton 4, Calif. 
California, Southern 
Miss Miriam Thompson, O.T.R. 
Orthopaedic Hospital 
2400 S. Flower St. 
Los Angeles, Calif. 
Georgia 
Miss Jean MacPhaul, O.T.R. 
276 Colonial Homes Circle 
Atlanta, Georgia 
Indiana 
Miss Marian Kraker, O.T.R. 
Sunnyside Sanatorium 
Indianapolis 44, Ind. 
Iowa 
Miss Maxine Ferrell, O.T.R. 
2320 33rd St. 
Des Moines, Iowa 
Kentucky 
Mrs. Berla Thomas, O.T.R. 
Veterans Administration Hospital 
Louisville, Ky. 
Maryland 
Mrs, Eleanor Stisser Owen, O.T.R. 
The Seton Institute 
6420 Reisterstown Rd. 
Baltimore, Md. 
Michigan 
Miss Kay Peabody, O.T.R. 
Wayne University 
Detroit, Mich. 
Northern New England 
Miss Eileen Dixie, O.T.R. 
Director of Occupational Therapy 
New Hampshire State Hospital 
Concord, N. H. 
Pennsylvania 
Miss Emiko Ishiguro 
4216 Walnut St. 
Philadelphia, Pa. 
Wisconsin 
Miss Janice Olson, O.T.R. 
Curative Workshop of Milwaukee 
750 N. 18th St. 
Milwaukee, Wis. 
July 1949—July 1952 
Connecticut 
Miss June Sokolov, O.T.R. 
680 Franklin Ave. 
Hartford, Conn. 
District of Columbia 
Miss Violet Corliss, O.T.R. 
Upshur St. Hospital 
Washington 11, D.C. 
Missouri 
Mrs. Agnes Rickman, O.T.R. 
7615 Teasdale Ave. 
St. Louis, Mo. 
New Jersey 
Miss Naida Ackley, O.T.R. 
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New Jersey State Hospital 
Station A 
Trenton, N,. J. 


New York 
Miss Doris Nichols, O.T.R. 
532 E. 83rd St. 
New York, N. Y. 

Oklahoma 
Miss Dorothy Mann, O.T.R. 
University Hospital 
Oklahoma City, Okla. 

Pennsylvania, Western 
Miss Dorothy J. Wirt, O.T.R. 
Occupational Therapy Dept. 
Western State Psychiatric Institute and Clinic 
3811 O’Hara St. 
Pittsburgh 13, Pa. 

Tennessee 
Miss Elizabeth Withers, O.T.R. 
Crippled Childrens Hospital 
2009 Lamar Ave. 
Memphis, Tenn. 

Texas 
Miss Katherine Little, O.T.R. 
Parkland Hospital 
Dallas, Texas 

Washington 
Miss Dorothy Kellogg, O.T.R. 
Madigan General Hospital 
Tacoma, Wash. 


July 1950—July 1953 

Colorado 
Miss Gloria C. Rath, O.T.R. 
Director of Occupational Therapy 
Denver General Hospital 
Denver, Colo. 

Hawai 
Mrs. Jean Walworth Schrader 
1155 B Alewa Dr. 
Honolulu 17, Hawaii 

Illinois 
Miss Ella Fay, O.T.R. 
Director of Occupational Therapy 
Cook County Hospital 
Chicago, Ill. 

Kansas 
Miss Irene Saterstadt, O.T.R. 
Menninger Foundation 
Topeka, Kansas 

Massachusetts 
Mrs. Veronica Dobranske, O.T.R. 
Boston School of Occupational Therapy 
Boston, Mass. 

Minnesota 
Miss Genevieve Anderson, O.T.R. 
Occupational Therapy Director 
Veteran’s Administration Hospital 
Minneapolis, Minn. 

New York, Western 
Miss Eleanor Schreyer, O.T.R. 
Veteran’s Administration Hospital 
Bailey Ave. 
Buffalo, N. Y. 

Ohio 
Miss Mildred Schwagmeyer, O.T.R. 
Benjamia Franklin Hospital 
Columbus 7, Ohio 
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Oregon 
Miss Elizabeth Coulter, O.T.R. 
Chief Occupational Therapist 
Veterans Administration Hospital 
Roseburg, Ore. 

Puerto Rico 
Miss Carman Perez, Chief O.T. 
State Ins. Fund 
Santurce, P.R. 

Virginia 
Mr. Don Hines, O.T.R. 
Veterans Administration Hospital 
Richmond, Va. 


CLASSIFIED 
ADVERTISING 


Classified advertising accepted for POSITIONS WANTED 
and POSITIONS AVAILABLE only. Minimum rate $3.00 
for 3 lines; each additional word ten cents. (Average 56 
spaces per line). Copy deadline first of each month pre- 
vious to publication, 


POSITIONS AVAILABLE 


WANTED IMMEDIATELY: Occupational Therapist. 
Ideal location. Intensive therapy. New building program 
underway. For further details contact Summit County 
Receiving Hospital, Cuyahoga Falls, Ohio. 


Applications invited from Graduate Registered Thera- 
pists, either man or woman, for a position of responsibility 
in a large psychiatric hospital in the East. Progressive, 
well organiz:d department. Student training program, 
good living conditions. Civil Service and excellent oppor- 
tunity for advancement for a therapist who has proven 
or can demonstrate ability. Outline experience first letter. 
Write O-5, American Journal of Occupational Therapy. 


Occupational Therapists for large psychiatric hospital 
located in New England. Progressive, all-inclusive pro- 
gram for patients. Student affiliations with excellent edu- 
cational program. Modern home, good food. Maintenance 
optional. Liberal retirement plan and illness policy. Paid 
vacations and holidays. Write to Director of Occupational 
Therapy, Norwich State Hospital, Norwich, Connecticut. 


Therapist (Geriatrics) urgently needed to direct O. T. 
and sheltered workshop program in Cleveland home for 
aged. Progressive program; new workshop building in 
construction. Five day week, paid vacations and holidays. 
Write Dr. J. Weil, Montefiore Home, 3151 Mayfield Rd., 
Cleveland Hts., Ohio. 


Excellent opportunities for registered therapists in the 
occupational therapy and rehabilitation programs in New 
York State department of health tuberculosis hospitals. 
Liberal vacation, holidays and sick leave. Salary $3389- 
$4148. Write Supervisor of Occupational Therapy, Di- 
vision of Tuberculosis Control, 28 Howard Street, 
Albany 7, New York. 


OCCUPATIONAL THERAPISTS — positions avail- 
able at the Fairfield State Hospital, Newton, Conn. 
Active, extensive program; clinical training center; 
recent salary increases; forty-hour week. Apply to 
Superintendent. 
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Wanted immediately — 3 occupational therapists. Good 
working conditions. Maintenance if desired. Write to 
Supt., Columbus State Hospital, Columbus, Ohio. 


OCCUPATIONAL THERAPIST—trained, or willing to 
take partially financed training, in cerebral palsy pre- 
ferred — for state financed training center. Excellent 
salary, dependent upon experience and qualifications. 
Write: Director, Cerebral Palsy Institute, P. O. Box 311, 
Norman Oklahoma. Position open immediately. 


Position open for registered occupational therapist to 
direct the occupational therapy, entertainment and_re- 
habilitation department in a 120 bed tuberculosis sana- 


* torium. For details concerning attractive living and work- 


ing conditions write Dr. M. D. Bonner, Superintendent, 
Guilford County Sanatorium, Jamestown, N. C. 


Occupational therapist wanted for private neuropsychiatric, 
150-bed hospital. Progressive, active. Mrs. E. $. Owen, 
O.T.R., Director of O.T., The Seton Institute, 6420 
Reisterstown Road, Baltimore, Md. 


WANTED: Occupational therapist for work in Cerebral 
Palsy Treatment Center. Scholarship available for addi- 
tional training in C. P. Attractive salary. Good working 
conditions. Directed by Diplomate Am. Board of Phys. 
Med. Write H. L. Rudolph, M.D., 400 N. Sth St. 
Reading, Pa. 


The Orthopaedic Hospital, Los Angeles, 
California, announces a short course on the 
team approach to the total treatment of the 
poliomyelitis patient. The course is designed 
to present all phases of patient care with 
emphasis on coordination of services. The 
course is open to M.D.’s, R.N.’s O.T.R.’s and 
P.T.’s. Date: October 22-26, 1951. For fur- 
ther information contact: 


Miriam Thompson, O.T.R., Director of O.T 
Orthopaedic Hospital, 2400 S. Flower St. 
Los Angeles 7, California 


The Veterans Administration has published a pam- 
phlet describing the occupational therapy program. The 
vast expansion and development program in the Veterans 
Administration during the past few years plus the opening 
of a number of new hospitals require an additional 
number of skilled occupational therapists, The salary 
for the beginning positions is $3,100 per year, and the 
requirement is graduation from an approved school of 
occupational therapy. A civil service examination is cur- 
rently open for these positions. A copy of the pamphlet 
and further information concerning the examination may 
be obtained from the Executive Secretary, Committee 
of Expert Examiners, Veterans Administration, Wash- 
ington 25, D. C. 


Buy From Your 


Journal Advertisers 
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STERLING SILVER 


FOR O. T. METAL CRAFT PROJECTS 


WIRE 
ROUND HALF ROUND 
FLAT TRIANGLE 
OVAL HALF OVAL 
SQUARE HEXAGONAL 
ALL HALF BALL 
BEZEL PEARL BEAD 
SHEET — STRIPS — SQUARES 


CUT TO SIZE 
FOR YOUR PARTICULAR 
REQUIREMENTS 


CIRCLES 
Dia. to 15” Dia. 


e 
TUBING 
e 
SILVER SOLDER 
SHEET — WIRE 


Catalog On Request 


SHELLCRAFT 
SUPPLIES 


Send for free catalog of Shell, Metal 
and Plastic parts for costume jewelry 
and novelties. 


Florida Supply House, Inc. 
413-419 12th Street, Bradenton, Fla. 


EVERYTHING FOR LEATHERCRAFT 
Tools—Lacing—Accessories—Instruction Books— 
Patterns 


TOOLING and NON-TOOLING CRAFT LEATHER 
Calf—Goat—Morocco—Sheep—Skivers 


CARVING COWHIDE—Backs—Sides—Shoulders 


COMPLETE KITS READY TO ASSEMBLE 
Wallets—Keycases—Coin Purses—Link Belts 


Write today for our latest Catalogue ... It’s FREE 


CROWN LEATHER CO. 
22 Spruce St. New York 38 


T. B. HAGSTOZ & SON 
OVER FIFTY YEARS SERVICE 
709 SANSOM STREET PHILADELPHIA 6, PA.’ 


LEATHERCRAFT KITS 


we 


TYHIS CATALOG 
TELLS HOW 
You can enrich your 
therapy program by 
investigating the possi- 
bilities that our leather 
craft line offers. Write 
; for this free book. 
EXCELLENT LINK IN O. T. WORK 


Occupational Therapists all 
over the country have praised 
our product. 


Many use it as the first step in their train- 
ing program. For fourteen years we heve 
been concentrating on the “occupational” fac- 
tor in Therapy Training, to provide hundreds 
of handicapped people a means of adding to 
their income through the sale of finished 
leather products made from our craft kits. 


5 & § LEATHER COMPANY, INC. 


Colchester 4, Conn. 
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FAST DELIVERY 
FROM OUR AMAZING 
WAREHOU S America’s Finest 


SHELLCRAFT 


Florida’s largest mail order 
hobby house: sequins, pearls, Shelar C. 
rhinestones, models (auto- > Studios 
plane-carriage), leather, 
braiding, moccasin kits, beads, 
figurines, textiles, plastic, etc. 
Your order by return mail. 


DISCOUNT 


SHELART STUDIOS 
3226 6th St. So., St. Petersburg, Fla. 


ENAMELS 


Copper Ash Trays 
Decorated Bowls 
Jewelry 


THOMAS C. THOMPSON COMPANY 
HIGHLAND PARK, ILL. 
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Better Your Craft 


IN COSTUME JEWELRY 


Our Creations Are Distinctive 
Our Plating Is Of The Highest Quality 
Our Rhinestones Are The Best 


We are manufacturers of an extensive line of 
plated settings for costume jewelry, specifically 
created for use in occupational therapy. No skill 
or special tools required. We can fill all your 
needs for settings, rhinestones, pearls, chain, 
fasteners, boxes, etc. 


DEPENDABLE SERVICE 
HIGHEST QUALITY 
LOWEST PRICES 


Postcard Will Bring Our 1951 Illustrated Catalog 
(O.T.D. References upon request) 


A. V. CUTT CO. INC. 


210-K Fifth Ave. New York 10, N. Y. 


LEATHER PROJECTS 
in BULK 


Precision cut — Quality 
Leather Kits 


Prepared especially for you. 
Popular projects in your 
choice of the finest leath- 
ers at the best prices. 


Write today for price 
sheet of Amco special! cut 
projects in bulk. 


Free! New revised 80 page general crafts catalog. Order 
your copy today. 


A 


45-49 SOUTH HARRISON ST. EAST ORANGE. 
@ ‘2 EAST STOEET NEW YORR 17 @ 


QUALITY PRODUCTS 


RAFFIA PLASTICS 
FELTCRAFT BRAIDING 
BEADCRAFT KNOTTING 
CHIP CARVING CORKCRAFT 
WOODBURNING SHELLCRAFT 
RUBBER MOLDS METALCRAFT 
BLOCK PRINTING LEATHERCRAFT 


TEXTILE PAINTING GLASS ETCHING 


WRITE DEPT. A-4 


Send for your catalog today! 


DEARBORN LEATHER CO. 


8625 LINWOOD AVENUE 
DETROIT 6, MICHIGAN 


EASY TO LEARN... 
EASY TO EARN... 


Teach Your Patients 

How To Make Costume 

Jewelry For Profit 
© Your patients will find costume jewelry moking a 
stimulating, profitable and easy pastime. They will 
feel special pride because the jewelry is attractive 
and colorful; something which they may proudly give 
to their families and friends or which they can 
sell for profit. Order now and show them how to 
make beautiful necklaces, bracelets, scatter pins, 
monograms and earrings. 


Engrossing Work © Low Unit Cost © Re-Sale Value 


SEND FOR 
FREE 
CATALOG 
listing complete 
supplies, prices 
and directions 
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Occupational Therapists 


YOU CAN BUY YARNS 


at wholesale prices 


® In many cases we can give 
you 40% discount on your knit- 
ting and crocheting needs. Here’s 
a real savings when you order 
your requirements from the 
complete WYCO line. 


Ask for your Buyer’s Guide—a 
wonderful pamphlet to have on 
hand at all times. In it you will 
find descriptions of our fine 
knitting yarns, Argyle Sock Kits 
made of shrink-resistant, 100% 
virgin wool, and a complete line 
of knitting needles, crochet 
hooks and other accessories. 
Write today for your FREE 
Buyers’ Guide. 


Wissamicnon 
YARN COMPANY 


JENKINTOWN &, PA. 


ATTENTION: 


Now you can cut down crazing, shivering, blister- 
ing, pinholing and crawling. How? Using Draken- 
feld clay bodies with Drakenfeld glazes. The com- 
bination can’t be beat! Both the dry casting and the 
moist plastic clay bodies are specifically designed 
for cone 06 glazes. 

And, it’s a cinch to make a slip with the dry clay 
body . . . simply add water and adjust to proper 
consistency. You may prefer the moist plastic 
body. It’s supplied ready-to-use . . . just throw it 
on the wheel and start spinning. 

Write for complete Details and Prices. 


~Drakenteld 


7 Park 
B. F. DRAKENFELD & CO., INC. pated York 7, N 
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[PROJECTS 


SEND 10¢ FOR CATALOG 
ROBERT J. GOLKA CO. BROCKTON, MASS. 


Kits for every grade of activ- 
ity, from simple to advanced. 
Buy direct by mail and save. 


- ROBERT J. GOLKA CO. 


400 Warren Ave. 
Brockton, Mass. 
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Ideas Galore! Be sure to visit 
us at the A.O.T.A. convention 
at Wentworth - by - the - Sea, 


ALWAYS top quality 


ALWAYS dependable 


ALWAYS uniform 


KINDOGRAPH 


th American Crayon Company 


For more information write to Dept. OT-18 


warer COLORS 


Painting with these brilliant, easy 
blending, fully transparent colors 
is always a stimulating activity. 


Fhang, CRAYONEX 


The all purpose crayon for draw- 
ing, etching, fabric and wood de- 
coration. 


cravocraPH 


The only earth-based, easy blend- 
ing pressed crayons for fine art 
quality sketching and designing. 


Fhang, PAYONS 


Give your patients a new exper- 
ience with this dual-purpose water 
color and sketching medium. 


Your young charges will be de- 
lighted with these responsive jumbo 
size crayons designed especially 
for little hands. 
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LEATHERCRAFT 


Instruction, Design, Pattern 


BOOKS 


Helpful Guides for Patients and 
Occupational Therapists alike 


In addition to America’s largest and most com- 
plete stock of Leathercraft kits, supplies, leather 
and tools, our new illustrated catalog includes a 
section on guide books of proven utility and prac- 
ticability. These well-written, easily understood 
instruction books cover all phases of Leathercraft, 
from simplest lacing to the most intricate hand- 
tooling. You will find these books very helpful 
in imparting your instructions to your patients. 


FREE CATALOG 


Send today for your copy of our new big Illus- 
trated Catalog of Leathercraft Kits, Tools, 
Leathers, Accessories and Instruction Books. 


J. ©. LARSON CO. 


The foremost name in leathercraft 


Department 912 
820 S. Tripp Ave. Chicago 24, Ill. 
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